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The urgent need for satisfactory medicinal therapy 
in essential hypertension has led to the investigation 
of a wide variety of pharmacologic agents. In this 
clinic, particular emphasis has been laid on the eluci- 
dation of the mode of action of the various drugs 
employed, in the hope of providing a rational basis for 
the chemotherapy of the disease. 

Of the preparations tried in this clinic,’ two have 
appeared to be of sufficient practical value to warrant 
detailed study. These are veratrum viride, the adminis- 
tration of which leads to generalized but integrated 
vasodilatation, and dihydroergocornine, which inhibits 
sympathetic vasoconstriction. Effective by mouth, and 
adequately lasting in action, both are suitable for long 
term clinical trial. Unfortunately, administration of 
veratrum often leads to nausea and vomiting, and occa- 
sionally to collapse, especially when dosage is not 
carefully controlled. Therefore, its clinical use fre- 
quently is restricted to patients with severe hypertension 
in whom the benefits warrant the occasional unpleasant 
side effects. Likewise, dihydroergocornine, while ful- 
filling many of the criteria of a desirable sympatholytic 
agent, including oral effectiveness, is of limited clinical 
usefulness because it lowers the arterial pressure in 
only a small proportion of hypertensive patients. How- 
ever, in spite of these shortcomings, both drugs have 
_ been of sufficient aid in the management of some cases 
of severe hypertension to merit investigation of their 
pharmacologic properties and physiologic effects in 
normal and hypertensive subjects. 
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VERATRUM  VIRIDE 


This controversial drug, of ancient vintage, has had a 
colorful history. Used intermittently in the past by 
obstetricians and general practitioners, it has only 
recently been made available in a fairly stable, biolog- 
ically standardized, oral preparation (vertavis®) suit- 
able for clinical trial in essential hypertension. Its most 
dramatic hypotensive effect occurs on acute adminis- 
tration and is particularly useful in cases of encephalop- 
athy and/or myocardial failure secondary to severe 
hypertensive crisis.'* 

Since veratrum viride has long been presumed to be 
a cardiac depressant, laboratory studies of cardiac out- 
put under controlled conditions seemed necessary.* 
Measured by the Fick method, cardiac output was never 
found to be decreased, but occasionally to be moderately 
increased after the drug, particularly in 2 patients in 
whom it was already low as a result of acute left ven- 
tricular failure (fig. 1). In these patients the increase 
in cardiac output after the drug was taken was asso- 
ciated with a striking reduction in pulmonary arterial 
pressure, a slowing of the pulse rate and a disappear- 
ance of pulsus alternans. A similar disappearance of 
pulsus alternans was also observed in 3 other patients 
after the administration of the drug and usually was 
associated with an improvement in the ballistocardio- 
gram (fig. 2). 

In order to corroborate the evidence of a decrease 
in peripheral resistance after administration of veratrum 
and also to determine its location, blood flow through 
various body areas was determined. Since blood flow 
varies directly with arterial pressure and indirectly with 
resistance, one would expect the flow to be increased 
or unchanged, if peripheral resistance is reduced after 
administration of veratrum, despite the resultant 
decrease in arterial pressure. Estimations of hepatic- 
portal (splanchnic, exclusive of renal and adrenal) 
blood flow by the sulfobromophthalein sodium method # 
showed an initial reduction to occur with the first fall 
in arterial pressure, followed by a rise to or above the 
control values when the lowered arterial pressure 
became stabilized after a parenteral dose of the drug 
(fig. 3).® Peripheral blood flow (plethysmographic ) 
in the forearm and calf * was found initially to increase, 


The vertavis® used in this study was supplied by the Irwin-Neisler 
Co., IlL., one alkaloids of the ergotoxine group 
by the Sandoz Chemical Works New York. 
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decrease or remain the same in the falling phase of the 
hypotensive response to veratrum, but usually to return 
to or above control levels in the ‘stable phase. 
Likewise, measurements of renal blood flow with 
para-amino-hippurate (sodium) (PAH) revealed an 
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monary arterial pressure and pulse rate in a hypertensive patient before 
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initial decrease, then a return to control values when 
arterial pressure was established at a lower level after 
administration of veratrum (fig. 4).7 Although cerebral 
blood flow has not yet been measured, examination of 
the optic fundi confirmed the observations of Willson 
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Fig. 2.—Optical records of the ballistocardiogram and the arterial pres- 
sure * Hamilton) of a hypertensive patient before and after the parenteral 
administration of veratrum viride (veratrone®). 


and Smith * that visible arterial and arteriolar dilatation 
may occur in the retinal blood vessels after administra- 
tion of veratrum. Thus, in all of the areas where blood 
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flow was estimated, there was evidence, after an initial 
adjustment period, of a decrease in peripheral resis- 
tance, indicating that the vasodilating effects of the 
drug were not confined to any one area, but were 
generalized. 

The outstanding change in renal function following 
the parenteral injection of veratrum viride* was the 
development of oliguria, a phenomenon which could not 
be explained by a decrease in either renal plasma flow 
or glomerular filtration rate. Following an early and 
usually moderate decrease in filtration rate (inulin) 
and plasma flow (PAH) there was a return of these 
functions to or above control levels despite a continu- 
ance of the hypotension and the oliguria. While the 
concentration of the clearance substances in the plasma 
did not rise, their concentration in the urine was greatly 
increased during the period of oliguria. However, the 
renal extraction of PAH as measured directly in renal 
venous blood was not significantly changed. These 
results were interpreted as indicating that the kidneys 
were clearing the blood as efficiently after administra- 
tion of veratrum as before, but were doing so by the 
production of a small volume of highly concentrated 


urine. The antidiuretic effect of veratrum seemed to 
be temporary, since continuous oral administration of 
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Fig. 3.—Chart of estimated hepatic-portal blood flow (BSP) and arterial 
pressure in a ensive patient before and after veratrum viride 
(veratrone®) given parenterally. 


the drug did not result in oliguria, even with sustained 
reductions of arterial pressure. 

Vascular distention during venous congestion ® in 
the forearm and calf was usually increased after admin- 
istration of veratrum.'’® Skin temperature in the hands 
and feet showed no significant change, and vasomotor 
responses to “noxious” stimuli remained intact. Like- 
wise, vasopressor overshoots of arterial pressure in 
response to blood pressure lowering procedures '' were 
maintained (fig. 5),’* and postural hypotension did not 
develop following subtoxic doses of the drug. Finally, 
atropme, while abolishing the bradycardia commonly 
found after administration of veratrum, did not block the 
hypotensive effects." Thus, there was no evidence that 
the hypotensive action of veratrum was primarily either 
sympatholytic or parasympathomimetic as defined by 
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these criteria. Nevertheless, it is of considerable inter- 
est that the available pharmacologic evidence in ani- 
mals ** indicates that the vasodilating action of the 
veratrum alkaloids is mediated over nervous pathways. 
This suggests that functions of the nervous system 
other than sympathetic vasoconstriction and parasympa- 
thetic vasodilatation may play a part in controlling 
peripheral vascular resistance and in regulating blood 
pressure. 
DIHYDROERGOCORNINE 

Dihydroergocornine (DHO 180, Sandoz Chemical 
Works, Inc.) has been found to have a hypotensive 
effect in some hypertensive patients when administered 
parenterally or orally.'* In contrast to veratrum, how- 
ever, it has a clearcut sympatholytic effect. This is 
demonstrable most readily by the production of postural 
hypotension which differs from that produced hy such 
agents as tetra-ethyl ammonium salts (TEA) in being 
seldom accompanied with significant tachycardia. 

Sympatholysis after administration of dihydroergo- 
cornine was also evidenced by the abolition or decided 
diminution of vasopressor overshoot responses to blood- 
pressure-lowering procedures (fig. 6), similar to that 
observed after surgical sympathectomy‘! or the use 
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Fig. 4.—Chart of renal plasma flow (PAH) and arterial pressure in a 
, hypertensive patient before and after veratrum viride (veratrone®) given 
parenterally. 


of other sympatholytic drugs.’* In occasional patients 
its sympatholytic effect was also seen in a rise in skin 
temperature, in a decrease of vasoconstrictor reflexes 
in the fingers and toes® and in the inhibition of the 
cold pressor response.’ However, there was no con- 
stant relationship between its hypotensive eftects on 
the basal arterial pressure and its sympatholytic actions 
in the extremities. On the other hand, there was in 
general a good correlation between its basal hypotensive 
and its postural hypotensive effects. In any case, the 
hypotensive activity of dihydroergocornine was unpre- 
dictable, being negligible in some subjects and profound 
in others regardless of the route of administration. 

After administration of dihydroergocornine the car- 
diac output (Fick), when measured in both normo- 
tensive and hypertensive subjects, was found to be 
either essentially unchanged or moderately increased 
(fig. 7).1° In contrast to the cardioacceleratory effect 
often seen after TEA, the pulse rate was usually slowed. 
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Hepatic-portal blood flow decreased (fig. 8), espe- 
cially when the arterial pressure dropped precipitously. 
In some cases, it subsequently returned toward the 
control levels.*” Renal blood flow likewise decreased 
early and rose again during the stable phase of the 
hypotensive action of the drug.’ 


Fig. 5.—-Optical records of arterial and expiratory pressures (Hamilton) 
in a hypertensive patient performing the Valsalva maneuver before, five 
minutes after and twenty-eight minutes after the parenteral administration 
of veratrum viride (veratrone®), 


Peripheral blood flow in the arms and legs (plethys- 
mographic) either increased or remained essentially 
unchanged after administration of dihydroergocornine.® 
However, during venous congestion in these areas vas- 
cular distention showed a decided decrease,?’’ in con- 
trast with the decrease found after administration of 
veratrum. 

COMMENT 

The studies reported here and elsewhere ** on the 
physiologic effects of veratrum and of dihydroergo- 
cornine reveal both to be agents that may cause a 
reduction of arterial pressure with an associated 
decrease in total peripheral resistance. It is interesting 
that two drugs as seonpieig different (as judged 
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Fig. 6.—Optical records of respiration (inspiration down) and systemic 
arterial, pulmonary arterial, and expiratory pressures (Hamilton) in a 
hypertensive patient performing the Valsalva maneuver before and after 
the parenteral administration of dihydroergocornine. 


by animal experiments and the present results) should 
have similar hemodynamic effects, both sequentially and 
selectively. Possibly this explains their apparent syner- 
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gistic, or additive, effects when administered together to 
certain hypertensive patients.‘’ Furthermore, it is of 
interest and possibly of importance that both drugs, 
though acting by different mechanisms, do so through 
the central nervous system. In this respect they differ 
from other vasodilator drugs, such as the nitrite group, 
and from other sympatholytic agents, such as dibena- 
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Fig. 7.—Chart of cardiac output (Fick) and arterial pressure (Hamil- 
ton) in a hypertensive patient before and after parenteral administration 
of dihydroergocornine. 


mine® (N,N-dibenzyl-beta-chloroethylamine) and the 
tetraethyl ammonium salts, which are said to act 
peripherally. 

The results so far with these drugs appear to indicate 
that their primary action in lowering the arterial pres- 
sure is to change relationships in the blood-pressure- 
regulating and integrating mechanisms in the central 
nervous system. As a result of this and perhaps also 
of their peripheral vasodilating effects, blood flow in 
the various organs becomes readjusted so as not to be 
seriously compromised by the lowering of arterial pres- 
sure. This allows an adequate venous return of blood to 
maintain cardiac output. The slowing of heart rate pre- 
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Fig. 8.—-Chart of renal plasma flow (para-amino-hippurate sodium) 
hepatic-portal blood flow (Sulfobromophthalein Sodium), and arterial 
pressure (Hamilton) in a hypertensive patient before and after the 
parenteral administration of dihydroergocornine. 


vents the tachycardia and palpitation that ordinarily 
result from reflexes arising in the aortic and carotid 
sinus areas when such a lowering of arterial pressure 
occurs. Such a combination of events would prevent the 
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signs, symptoms and physiologic consequences of col- 
lapse that otherwise might ensue. Thus, these drugs, 
unlike the peripherally acting vasodilators, seem to 
maintain the patient in a state of circulatory equilibrium, 
but with a lower arterial pressure. Whether or not these 
explanations are correct, the fact remains that both of 
these long-acting, orally effective drugs in therapeutic 
doses are capable of lowering arterial pressure in certain 
hypertensive patients without compromising the circula- 
tion in the major organs so far studied. This fact sup- 
ports the presumption that satisfactory medicinal agents 
will eventually be found to lower hypertensive arterial 
pressure physiologically and without untoward side 
effects. 
SUM MARY 


Detailed laboratory studies of the physiologic effects 
of veratrum viride and of dihydroergocornine reveal 
both to be capable of lowering the arterial pressure of 
certain hypertensive patients without reducing, except 
initially, the cardiac output or the blood flow through 
the kidneys, liver or extremities as measured in the 
resting horizontal position. The nature and mode of 
action of each of the drugs are discussed. 


Note.—Since this paper was presented, further studies in 
this laboratory (Moister, F. C., Stanton, J. R., and Freis, E. D.: 
Observations on the Development of Tolerance During Pro- 
longed Oral Administration of Dihydroergocornine, J. Phar- 
macol. & Exper. Therap., to be published) have shown that 
patients become resistant to the hypotensive and sympatholytic 
actions of dihydroergocornine after long-continued oral admin- 
istration. 


ABSTRACT OF DISCUSSION 


Dr. Hans H. Hecut, Salt Lake City: With the presenta- 
tion by Dr. Wilkins and his co-workers, another sympatholytic 
compound has come into its own. I should like to stress briefly 
the relationships and differences of various agents recently 
introduced that are supposed to perform, or that is hoped some 
day will perform, what might be termed a chemical sympa- 
thectomy. None has really been demonstrated to do just that 
as yet. They all have different sites of action. The first 
compound that received general attention was the tetraethyl- 
ammonium ion. Tetraethylammonium simply blocks autonomic 
ganglions and, therefore, causes a number of effects over 
and in addition to its sympatholytic properties. For instance, 
with tetraethylammonium one can temporarily shorten an abnor- 
mally prolonged auriculoventricular conduction (PR interval). 
It is a drug that has a wide range of action. The next agent 
that has been used for some time, but only recently more 
extensively in this country, is priscol® (2-benzyl-4,5-imidazo- 
line hydrochloride), structurally similar to privine® hydro- 
chloride (naphazoline hydrochloride), a vasoconstrictor. 
Priscol® is an ordinary peripherally acting vasodilator, but, as 
Dr. Hendrix has shown, it becomes truly sympatholytic in 
large doses. The two effects are not easily separated. A third 
compound is called dibenamine® (N,N-dibenzyl-beta-chloro- 
ethylamine). It is a nitrogen-mustard derivative which was 
developed during the war and, in contrast to all the other 
agents, is specifically directed toward blocking only the 
excitatory effect of epinephrine at the peripheral muscle. It 
has a small focus of action, which is of value, and, again in 
contrast with other compounds, it asserts a prolonged action, 
which is measured in days rather than in minutes. Dihydro- 
ergocornine appears as an important new development. 
Ergotamine has been used in animal experiments for a long 
time to block the sympathetic system, but dihydroergocornine 
as now developed has a pronounced and more specific sympa- 
tholytic effect. Ergotamine is also a local vasoconstrictive 
agent. I am grateful to Dr. Wilkins and his co-workers for 
their presentation. Before long, chemical sympathectomy will 
have been presented, but, supposing that an agent which per- 
forms a chemical sympathectomy is discovered, the problem 
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of Raynaud’s syndrome, the problem of peripheral vasospasm 
and, above all, the problem of the hypertensive syndrome will 
still not have been solved. 

Dr. S. K. Rospinson, Chicago: I have been coming to 
these meetings on hypertension for about fifteen years, and 
I think that progress is now being made, especially after 
hearing the presentation by Dr. Wilkins and his co-workers. 
A good many of you undoubtedly heard Dr. Wakerlin’s presen- 
tation. I want to repeat a statement he made: “Ninety per 
cent of essential hypertension is of nonrenal origin.” That is 
of tremendous importance. As long as one has the idea that 
a primary disease like hypertension can be produced by a 
vegetative organ like the kidney, there will not be much 
progress in hypertension. The next differentiation I would like 
to make is between high blood pressure and hypertension. High 
blood pressure can be produced by the injection of various 
substances, or by ligation of the renal artery and is not the 
same disease as occurs in human beings. The experi- 
menters have produced high blood pressure. Hypertension 
is not entirely a question of hemodynamics; it may involve 
distant organs and systems. When the hypertensive patient 
comes to the doctor he may complain of dizziness, dyspnea, 
fatigue, and, according to certain workers, these symptoms can 
be resolved by psychotherapy. Other symptoms and signs may 
be edema, high basal metabolic rate—and let me say here 
that no examination of the hypertensive patient is complete 
without a basal metabolism test—impending cardiac failure, 
anemia and diabetes. First and foremost in therapy is weight 
reduction. The rice diet contains only about 20 Gm. of protein, 
and one cannot keep a patient on that diet very long without 
injury to the liver. Shemm’s diet for edema, with the water 
thrust, is very effective. The elevated pulse rate responds, 
according to Bram, to treatment with neostigmine bromide. It 
is necessary that one discover hypertension early, before the 
patient comes to the doctor with blood pressure of 200 or so. 
By the routine measuring of the blood pressure the hypertensive 
patient with a blood pressure of 160 or so can be discovered. 
The early conditions respond better. There are two syndromes 
that are frequently associated with hypertension: the gastro- 
cardiac syndrome and the so-called hyperthyroid hypertension. 
In treatment of the former, the avoidance of gassy foods is 
helpful. In hyperthyroid hypertension the elevated basal meta- 
bolic rate is more easily reduced than the hypertension; useful 
aids are vitamin A in large doses and, as mentioned before, 
neostigmine bromide, and propyl thiouracil. When all methods 
fail, the use of roentgen rays to the sympathetic chain and 
the pituitary may give good results. 

Dr. SistEyY W. Hoosier, Ann Arbor, Mich.: Since other 
sympatholytic drugs have been discussed, it might be interesting 
to summarize similar studies with the autonomic blocking 
agent, tetraethylammonium. As a rule the reduction in blood 
pressure with this drug is not the result of a decrease in 
cardiac output as measured in the human subject by the direct 
Fick or ballistocardiographic technics. The renal blood flow 
is well maintained despite the decline in blood pressure, thus 
suggesting a certain degree of vasodilatation. There is an 
increase in peripheral blood flow as measured in the plethysmo- 
graph, despite the fall in blood pressure. My co-workers and 
I also studied the effect of tetraethylammonium on the splanch- 
nic blood flow in the manner described by Dr. Wilkins and 
his co-workers, and were unable to demonstrate significant 
vasodilatation in this vascular bed. These observations with 
various sympatholytic agents demonstrate that sympathetic 
vasoconstrictor tone plays an important role in the maintenance 
of the increased peripheral resistance in hypertension. The 
best sympatholytic drug has not yet been found, but the obser- 
vations of Dr. Wilkins and his co-workers and Dr. Hecht are 
ccriainly stimulating to further research in this direction. 

Dr. Ropert W. Wiikins, Boston: I wish to thank the 
discussers for their consideration of this paper. I think that 
we are all perhaps more aware of the action and possible 
implications of the sympatholytic drugs than we are of the 
nonsympatholytic drugs. If I were to give emphasis to either 
one of these two different classes of agents, if only for the 
reason that everyone else has emphasized the sympatholytic 
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drugs, I would call attention again to the possibility of 
lowering blood pressure with agents that definitely are not 
sympatholytic. Krayer and Acheson have given an excellent 
review in Physiological Reviews (23: 383, 1946) on the sub- 
ject of the veratrum alkaloids. Regarding the questions handed 
me, “Do hypertensive patients differ in their reactions to 
dihydroergocornine in terms of possible etiologic aspects of 
the hypertension?” the answer is: not as far as we are able 
to tell. It is fair to say that only a small proportion of these 
patients have a satisfactory lowering of their basal arterial 
pressure with administration of this drug, and so far we have 
not been able to attribute their responsiveness to any particular 
underlying mechanism or disease. To the question, “Veratrum 
viride is an old drug. Are you using a new form?” the answer 
is: No, we are using the same old drug. We hope to have 
(and they are becoming available) pure alkaloids of the drug 
such as those used by Krayer and his group in their pharma- 
cologic studies. They are as yet not available except for exper- 
imental work in human beings. The request has been made, 
“Explain dosage and administration and preparations available. 
What percentage of patients respond?” Since this is not a 
clinical presentation but merely a laboratory study, I think that 
it would be inappropriate at this time to go into the details of 
the clinical management of patients with these agents. It is 
still decidedly on an experimental basis, and I would be 
unwise, without taking a great deal of time, to try to explain 
how painstakingly one must manage the dosage of the various 
drugs used 
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Numerous students of this subject have concluded 
that personality malfunctioning is unusually frequent 
in hypertensive persons. The general pattern of mal- 
adjustment in interpersonal relations (in such persons) 
has been variously considered to be habitual unex- 
pressed or displaced hostility (Wolfe,’ Miller,* Rennie,*® 
Saul, Alexander,’ Weiss and Binger and his co-work- 
ers’); lifelong emotional lability with frequent depres- 
sion, anxiety or both (Rennie,* Gold*); lifelong 
anxiety, perfectionism, compulsiveness or difficulty 
with authority (Dunbar,® Binger and his co-workers "). 
The studies have rarely involved more than a few 
subjects and have rarely included nonhypertensive per- 
sons for comparison ; hence the comparative frequencies 
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of occurrence of various possibly relevant personality 
patterns in hypertensive and nonhypertensive persons 
are not known. 

As part of a comprehensive study of hypertension, 
we have therefore decided to examine this matter 
afresh. After careful review of our own and others’ 
experience, we have taken our departure from the 
following points: 

1. The presence or absence of a relevant crisis in 
the habitual pattern of life of the subject is not likely 
to be a helpful indicator. Weiss® was not satisfied 
that he could establish the presence of such crises 
in more than a few of 93 subjects, but Dunbar ® con- 
sidered that such crises had been detected in 90 per 
cent of her subjects. Our own experience is like 
Weiss’s: the detection of hypertension need be associ- 
ated with no crisis that is temporally or otherwise 
significant. 

2. The presence or absence of specific patterns of 
the earliest childhood conditioning is not likely to be a 
helpful indicator. Such patterns are exceedingly diffi- 
cult to establish, and even more difficult to establish as 
to comparative frequency in a representative sample 
of hypertensive and nonhypertensive persons. Thus 
Alexander * reported 1 case; Saul * described 7. “Theo- 
retical” predictions of such frequencies have been based 
on the prolonged study of a few subjects (Halliday,’® 
page 99), in the related field of gastrointestinal psycho- 
somatic disorders, but apparently such predictions are 
premature generalizations, for they are completely 
contradicted by a careful study of the same problem by 
Klein “4: few of her group of 100 subjects had had the 
predicted lifelong preoccupation with the intestinal 
tract, or diarrhea, constipation or feeding or eating 
difficulties in childhood. In any case, such specific 
patterns if present presumably have correlates in the 
later recurrent patterns of interpersonal relations and 
of reaction to crisis; these are easier to study and 
have not yet been studied with respect to comparative 
frequency of occurrence. 

3. It does not seem probable that a specific “per- 
sonality structure” will be found to distinguish hyper- 
tensive subjects from subjects with other accepted 
“psychosomatic affections” (asthma, ulcer, colitis). 
Halliday *° (page 51), who in one place writes as if 
a specific personality structure (symbolized by “pre- 
occupation with security” or “preoccupation with 
work,” etc.) does correspond to a given psychosomatic 
disease, contradicts himself in subsequent places (e. g., 
page 52), pointing out that the same person may have 
several psychosomatic diseases during his life either 
simultaneously or in irregular succession and that it is 
hardly conceivable that his “personality structure” is 
multiple or changes each time. Careful reading of 
Halliday’s examples of specific personality structures 
shows that, in persons with psychosomatic diseases, 
there are: (a) a general pattern of interpersonal rela- 
tions, involving overinhibition; overconformity; dis- 
placed, delayed or inadequate overt emotional 
expression, and (b) diverse verbal symbolizations of 
this pattern related to the diverse early verbal condi- 
tionings associated with inculcation of the general pat- 
tern. That there is such a general pattern in such 
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o_ is our own experience and that of Ludwig.” 
ere are other observations of the occurrence of more 
than one psychosomatic disease in one subject.'® 

4. It seems to us reasonable, therefore, as a first 
order approximation, to compare the frequencies of 
certain types of personality functioning in hypertensive 
persons as a group with the frequencies in two other 
groups from which the commoner other psychosomatic 
diseases are excluded (asthma, colitis, rheumatoid 
arthritis, migraine, ulcer). The inclusion of other 
psychosomatic disorders in the control population might 
serve only to blur distinctions indicated by the crude 
methods with which we must begin. 

5. From what has been said, it seems reasonable 
also to compare the groups in terms of (a) habitual 
patterns of interpersonal relations or habitual patterns 
of reaction to crisis, (b) patterns which could be 
described fairly explicitly and (c) (for purposes of 
statistical analysis) patterns which show several dis- 
criminable degrees of severity of disability. 

6. Since patterns of personality disorder (and pre- 
sumably of habitual personality functioning) differ in 
frequency in diverse groups that differ in population 
density of community of origin, dominant stock in the 
cultural pattern, education, occupation and socioeco- 
nomic level, color and sex (for example, Hyde and 
Kingsley '*), the three groups compared were matched 
for these or similar characteristics. Individual match- 
ing was not feasible. The degree of group matching 
achieved is shown in table 1. 

7. The groups should be matched approximately as 
to age, since the frequency of hypertension varies 
with age. 

8. There are different types of essential hypertension 
(neurogenic, endocrine, renal, mixed, etc.).15 These 
groups need to be considered separately, before we can 
be sure that they are homogeneous as to personality 
functioning. 

9. There are different stages of essential hyperten- 
sion.‘* These need to be considered separately until 
we can be sure that they are homogeneous as to per- 
sonality function. The present report does not take 
adequate account of this variable. 


10. It is possible that an unknown number of our 
nonhypertensive subjects are “prehypertensive.” The 
effectiveness of the cold pressor test in detecting pre- 
hypertensive persons is uncertain.17 Hence, for the 
present, groups have not been matched so that “hyper- 
reactors” have been identified and excluded from groups 
II and III (nonhypertensive). 


METHOD 

About 50 consecutive subjects with essential hyper- 
tension were studied (group I). They were referred 
to us after necessary medical studies had been made 
and the diagnosis established. The sources of referral 
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were (a) internists on the staff of Washington Uni- 
versity School of Medicine, (b) the teaching medical 
wards of Barnes Hospital and (c) the Hypertension 
Clinic of the medical school. All necessary medical 
studies were carried out by the hypertension research 
group under the direction of one of us (H. A. S.). 
The patients met the criteria (a) of having sustained 
blood pressure values exceeding 140 mm. of mercury 
systolic and 90 mm. of mercury diastolic, (>) of having 
essential hypertension and (c) (after psychiatric evalu- 
ation) of being nonpsychotic. 

The composition of group I was tabulated in rela- 
tion to age, sex, education and other factors. Attempt 
was then made to match this composition with about 
50 subjects (group II) chosen consecutively. In addi- 
tion to meeting the matching criteria, the subjects in 
group II (a) had had careful medical study, (b) had 
had several blood pressures recorded during such study 
with no readings exceeding 140 systolic and 90 dia- 
stolic, (c) had received a diagnosis of psychiatric ill- 
ness in a clinic for psychosomatic medicine conducted 
by one of us (G. S.), or in our work with hospital 
psychiatric referrals or private psychiatric patients 
(G. S., F. O. S.), (d) were not psychotic and (e) did 
not have one of the more common accepted psycho- 
somatic disorders (asthma, ulcer, etc.). Many of this 
group had been studied and treated psychiatrically just 
before the present investigation began; the necessary 
data were obtained from their clinic, office and hospital 
records, wherever, these records were adequate. 

In a similar way, we attempted to study about 50 
subjects (group III) who, in addition to meeting the 
matching criteria, (a) had chronic medical or surgical 
disorder, in which psychologic factors are considered 
to have low etiologic relevance,1* and (b) were not 
psychotic. Sources of referral were medical and surgi- 
cal services of Barnes Hospital. All of this group were 
interviewed specifically for this investigation, while 
they were in the hospital. Their records did not have 
the necessary data. Comparative composition of the 
groups, in terms of the matching criteria, is shown in 
table 1 

The personality ratings of many of the group I sub- 
jects had been carried out before work was begun on 
groups II and Iil. This occurred as a natural conse- 
quence of our having started with the hypertensive 
subjects, more of whom needed to be studied before we 
could set up a set of matching criteria, as in table 1, 
against which prospective members of groups II and 
III could be judged as suitable for study. About half 
the ratings were made as group judgments (G. C. G., 
F. O. S., G. S.) ; the rest were made by only one of us. 
During group discussions, only rarely did differences 
of opinion about a rating exceed one unit on the scale 
for a given pattern. The data used for rating were 
obtained in psychiatric interviews. For groups I and 
II from one to four interviews were used, as a rule; 
where necessary, more. For group II (patients under- 
going or who had undergone psychotherapy), many 
more interviews were available; we did not notice that 
there were any significant changes in our ratings 
depending on our use of the first few interviews or 
the use of the entire set of interviews. No over-all 
tabulation of the data was begun until the investigation 
was nearly completed. The careful classification of the 
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subjects with hypertension (as to type of hypertension) 
was carried out with Dr. Schroeder’s assistance, toward 
the end of the investigation. 

For the personality ratings, we experimented with a 
number of habitual patterns of reaction to crisis and of 
interpersonal relations, of which only the following 
seemed feasible: hysteria, anxiety, depression, obses- 
sive-compulsive behavior, subnormal assertiveness and 
impulsiveness. We dropped excessive insecurity, 
inhibited impulsiveness, precipitating crisis and vari- 
ous others. 


TABLE 1.—Composition of the Groups Studied 


Group I Group II Group III 
(50 Subjects) (49 Subjects) (44 Subjects) 
No. of Per- No. of Per- No. of | er- 
Subjects centage* Subjects centage* Subjects centage* 
20-35 YY.t.....4. 9 18 21 8 2 27 
| aaa 25 50 15 31 18 41 
SR 16 32 13 27 14 32 
Sex 
ee 16 32 15 31 16 36 
Female......... 68 34 69 28 64 
Color 
44 43 88 38 86 
NO€RTO.... 46000: 6 12 6 12 6 14 
Education 
4 rrr 31 62 27 55 28 64 
12 24 16 34 ll 25 
ee 7 14 6 12 5 11 
Habitat 
ee 10 20 13 27 15 34 
Mixed §........ 2 4 4 8 14 
Urban j........ 38 76 32 63 52 
Culture 
American...... 39 78 42 86 42 95 
European...... ll 2 7 14 2 5 
Occupation 
Class J 0...... 1 2 2 0 0 
7 14 13 27 16 36 
16 18 7 
4 0 0 0 
Oui cede 23 46 21 43 22 50 
| RR 7 14 5 10 7 
vsace 0 0 0 0 0 0 


* Percentage to nearest whole number. 

t For convenience, only these age groups are used in the table. In 
the computation of coefficients of correlation, age was coded in 11 steps. 

t More than ten years of early life in a community of less than 2,500 
population, 

§ One to ten zou of incidental residence in a rural area, but not on 
an operating far 

|| Never lived ior a farm or in a rural area. 

Occupational cared ont modified from Kinsey and his co-workers 
{Kinsey, A. C.; Pom and Martin, C. E.: Sexual Behavior in 
the Human Mak, Philadelphia. Ww. B. Saunders Company, 1948, pp. 
77-78]): 0, dependent, if adult other than a spouse, and completely 
dependent; 1, day labor and semi-skilled labor: 2, skilled labor, lower 
and upper white collar group; 3, professional group, business executives, 
tho extremely wealthy; 4, a minor or spouse dependent upon supporting 
adult of class 1; 5, a minor or spouse dependent upon supporting adult 
je diese 2; 6, a minor or spouse dependent upon supporting adult of 

ass 


The patterns were rated on the scale 0, 1, 2, 3 and 4. 
Samples of the definitions of the pattern at the different 
rating levels follow. 


Impulsiveness 
0: Very infrequently acts on impulse, and only in minor 

matters. 

1: More impulsive than average of his fellows; lifelong pat- 
tern. Gets on fairly well. Infrequent outbursts with 
consequent loss of spouse, friends, jobs. 

2: Regularly has difficulty with spouse, subordinates, cowork- 

ers, superiors, because of impulsive actions. Rare anti- 

social actions (e.g., stealing, sexual deviations), but in 
general manages to‘stay within social bounds. 

: Lifelong history of impulsive actions, with severe childhood 
conflicts with authority, some police experience, frequent 
change of sex partner or of job or similar actions. No 
remorse. Corisidered not desirable by most in the com- 
munity. 
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4: Lifelong antisocial behavior, wtih no remorse. Frequent 
and severe difficulty with the law (stealing, sex “crimes,” 
homicide); chronic alcoholism; behavior compatible with 
that of primary or secondary psychopathic personality.'9 


Subnormal Assertiveness 2° 


0: Regularly expresses his views, differences and dislikes in 
nearly all interpersonal relations; occasional antagonism 
provoked by him. 

1: Shows appropriate assertiveness regularly in at least one 
major area of interpersonal relations (family, work, school, 
church, army, etc.); but as a rule in most other areas 
experiences impulses to differ, to be hostile, without appro- 
priate overt activity; can easily verbalize the felt resent- 
ment, anger or disappointment at such times. 

2: Rarely shows overt assertiveness; when he does, experi- 
ences distress (anxiety, guilt), tends to overshoot the 
mark and subsequently withdraws to habitual pattern or 
for a time becomes excessively ingratiating, submissive, 
apologetic. 

3: Has hardly ever shown overt assertiveness since child- 
hood; is aware of feelings of anger or hostility, but has 
difficulty verbalizing these even to physician. 

: Practically never shows overt assertiveness, denies any 
awareness of hostile feelings or attitudes, but makes 
excuses for persons who misuse him (as authority figures). 


+ 


Obsessive-Compulsive Behavior 


0: No history elicited of habitual or recurrently episodic 
meticulousness, overconscientiousness, ruminative thinking, 
repetitive acting, ritualistic behavior. 

1: Habitual or recurrently episodic meticulousness and the 
like (as in 0), which do not decrease subject’s general 
effectiveness and do not produce symptoms. 

2: Habitual or recurrently episodic meticulousness and the 
like, with noticeable associated decrease in general effec- 
tiveness or associated presence of symptoms. The repeti- 
tive patterns can be interrupted without production of 
great anxiety. 

: Well established repetitive thinking, acting, with obvious 
disorganization or anxiety symptoms resulting directly 
from intefruption of the patterns. 

4: Disabling obsessive-compulsive neurosis, as hand-washing 

neurosis, with inability to carry on life pattern like that 
of subject’s peers. 


Depressive Behavior 

0: Very infrequent sadness, in relation to habitual mood. 

1: Mild but definite episodic sadness or reduced activity 
level (‘‘sad,” “blue,” “down in the dumps”). Decrease in 
social life, slight changes in sleep pattern or in appetite. 
Changes not obvious to casual friends. 

2: Pronounced changes in appetite, sleep, energy level, social 
activity, self esteem, outlook for the future, mood, ability 
to concentrate. May be much crying. Occasional suicide 
ideas, no serious attempts. Able to sustain major obliga- 
tions (work, family), but with decreased efficiency. 
Changes noticeable to casual lay observer. 

3: Changes severer than in 2. Except in special circum- 
stances, unable to sustain major obligations. Decided 
reduction of interaction with people. Maintains contact 
with reality. 

4: Psychotic depression: maximal withdrawal from inter- 
actional activity. Little speech. May need to be fed. 


B.: The Myth of the Psychopathic Personality, Am. 
m104: 523, 1948 
have used this impersonal term to connote a grou 
of phenomena to do the subject’s “trend toward increas 
autonomy” ngya -: Foundations for a Science of Personality, 
New York, = ord University Press, 1941): spontaneity, initiative, 
anger, hostility and hatred and their overt 
ression. he ratings emphasize the facts that so many of our 
po jects have decided inability to show overt expression of impulse 
that is appropriately graded, directed and timed and that they live 
in a state of habitual recurrent blocking of impulses to act, punctuated 
by covert or overt explosions of dysfunction. 
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Anxiety 


0: Anxiety symptoms (heart pounding, sweating, fear, over- 
breathing, blurred vision) only in close temporal relation 
to a severe ongoing disruption of the habitual pattern of 
life (crisis), e. g., bereavement, loss of job, loss of career. 

1: Anxiety symptoms in close temporal relation to ongoing 
moderately severe crisis, e.g., jilting in a casual affair, 
definite but not serious fall in scholastic standing, subject’s 
child ill with influenza. Symptoms appear excessive in 
duration and intensity, in relation to the crisis as met by 
similar subjects. 


2: Frequent anxiety symptoms; in relation to recurrent ordi- 
nary hazards, difficulties, frustrations, memories of 
unhappy events, anticipations of anniversaries of unhappy 
events. Symptoms soon cease when stimulus ceases; 
source of symptoms fairly easily demonstrated. 

3: As in 2, but with anxiety symptoms of much longer 
duration after being set up; relationship to evoking situa- 
tion not easily demonstrated; definite free periods between 
anxiety episodes still exist. 

4: Constant chronic anxiety state. 


Hysteria 
0: Very infrequent hysterical symptoms. 


1: Five to ten episodes of hysterical symptoms, intermittent, 
with long free periods. Subject never considered the symp- 
toms a serious illness. 

: Lifelong history of frequent episodes of vague illness, with 
complete recovery despite absence of definitive diagnosis 
or of specific treatment; chronic complaints involving more 
than one of the types of dysfunctions listed.24- Not more 
than one episode of invalidism or hospitalization for such 
dysfunctions. 


3: Never healthy; many episodes of severely disabling ill- 
ness involving several types of dysfunctions, but with no 
definitive “organic” diagnosis established or even likely. 
Usually there have been several surgical procedures, long 
periods of invalidism or hospitalizations for study. 

4: Complete continuous invalidism with history as in 3; con- 
spicuous “belle indifférence”; disabling phobias; pseudo- 
psychotic symptoms. 


RESULTS 


Group I has been subdivided into two groups: 
Ia (neurogenic hypertension) and Ib (other types of 
hypertension). Table 2 shows the number of subjects 
in group la, group Ib and group I (Ia plus Ib) who 
were assigned ratings of 0, 1, 2, 3 or 4 for each of the 
personality patterns considered. 

It should be noted that the patterns rated have little 
to do with either the age at detection of hypertension 
or the duration of hypertension; with few exceptions, 
the patterns defined were present at the rated levels 
long before the detection of hypertension. 

We have tested the hypotheses that differences 
between groups Ia and Ib exist in each of the patterns 
rated. For a difference to be considered statistically 
significant at the 5 per cent level, the critical ratio 
(C. R.), or difference between the means of the ratings 
for a given pattern, divided by the standard error of 
that difference should exceed 2.45. In no case was the 
critical ratio greater than 1.29. Hence no significant 
difference between the two subgroups of hypertensive 
subjects is apparent for any of the patterns rated. This 
is a completely unexpected result, in that nearly half 
(11 of 26) of the “other types of hypertension” were 
endocrine, in relation to pregnancy. 


21. In the absence of a generally accepted definition of the term, 
we have taken it to mean a lifelong disorder, characterized by multiple 

seudoneurologic, pseudopsyc otic), most of whic a easil ; 
identified (on study) as consequent on definable changes in the life 
situation. 
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Table 3 shows the means of the ratings for each 
pattern in the two subgroups, the difference between 
the means for each pattern and the critical ratio of each 
difference. 

From this point on, groups la and Ib will no longer 
be considered separately, but will be lumped together 
as group I, for purposes of subsequent comparisons. 

Table 4 shows the number of subjects in group II 
(personality disorder without hypertension) and group 
III (chronic somatic disorder) who were assigned rat- 
ings of 0, 1, 2, 3 or 4 for each of the personality patterns 
considered 

In order to test the degree of association between 
each of the rated patterns in group I, II and III and 


TABLE 2.—Number of Patients with Hypertension: 
Distribution of Ratings 


Obses- Sub- 
Depres- certive pulsive 
Rating Hysteria Anxiety sion Behavior 


Group la,* Neurogenic 


0 10 1 7 3 2 20 
1 3 2 7 i 1 2 
2 3 7 7 6 1 
3 6 10 3 9 10 1 
4 2 4 0 2 5 0 
Group 1b,t Other Types of Hypertension 
0 13 3 8 3 3 23 
1 2 3 5 4 3 1 
2 6 . 8 4 5 1 
3 4 10 5 15 13 1 
4 1 2 0 0 2 0 
Group It 
0 23 5 43 
1 5 5 12 6 4 3 
2 9 15 15 13 ll 2 
3 10 8 24 23 2 
4 $ 0 2 7 0 


* Twenty-four 
+ Twenty-six patien 
3 Total of group la aia Ib (50 patients). 


TaBLe 3.—Comparison of Group la (Neurogenic Hypertension) 
and Group Ib (Other Types of Hypertension) 


Obses- Sub- 
sive- normal 
Com Im- 
Hys- Depres- puls ulsive sertive- 
teria Anxiety sion Behavior ness 
Mean rating, Ia.... 1.46 2.58 1.25 2.25 2.63 rm 
Mean rating, Ib.... 1.15 2.19 1.39 2.19 2.31 0.23 
between 
mea pail +0. 31 +0.39 —0.14 +0.06 +0.32 +0.06 
ratio........ 0.81 1,29 0.44 0.19 0.98 0.30 
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the presence or absence of hypertension, point biserial 
coefficients of correlation were computed. The point 
biserial is an algebraic variant of the ordinary Pear- 
sonian coefficient of correlation. It is used to indicate 
the degree of association between a continuous variable 
and a dichotomous variable, when no assumption is 
made as to the normality of the distributions. In com- 
puting the coefficients, the presence of hypertension 
was arbitrarily assigned the numerical value of one 
and absence of hypertension was assigned the value 0. 
Consequently, positive coefficients indicate a higher 
mean rating of a pattern for the hypertensive subjects, 
while negative coefficients indicate the reverse. In 
the same way, the presence of personality disorder was 
assigned the numerical value 1 and absence of person- 
ality disorder the value 0. 

To test the significance of these correlations, we 
have used the standard error of a zero coefficient of 
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correlation (r=0.0), which, for these samples, is 
0.10. A correlation coefficient (in table 5) greater than 
0.30 would be considered to indicate a statistically sig- 
nificant degree of association. 

Table 5 shows the point biserial coefficients ,of corre- 
lation between hypertension and absence of hypertension 


TABLE 4.—Number of Patients Without Hypertension: 
Distribution of Ratings 


Obses- Sub- 
In- 
Depres- pulsive- 
Rating Hysteria Anxiety sion Behavior ness ness 
Group I1,* Personality Disorder 
0 22 4 12 16 15 40 
1 7 9 12 1g ll 6 
2 6 16 13 4 ll 1 
3 6 13 ll 10 y 1 
4 1 0 3 1 
Group III,t Somatie Disorder 
0 34 13 28 23 30 35 
] 6 18 10 i) 7 7 
2 4 12 6 7 5 1 
3 0 1 0 5 1 0 
4 0 0 0 0 1 1 


* Forty-nine patients. + Forty-four patients. 

on the one hand and personality ratings on the other, 
for (a) groups i and II and (b) groups I and III 
(columns A and B). 

In groups II and III there is no hypertension. As 
has been stated, group II patients are psychiatrically 
ill and group III patients have chronic somatic illness, 
without personality disorder. For these patients the 
correlations were computed between personality dis- 
order and absence of personality disorder as the dicho- 
tomous variable and personality ratings as the other 
variable; these correlation coefficients are shown in 
column 

The ratings of obsessive-compulsive behavior and of 
subnormal assertiveness differentiate significantly 


TaBLeE 5.—Point Biserial Coefficients of Correlation Between 
Personality Ratings and the Clinical Entities Studied * 


At Bt C§ 
Coefficient of Coefficient of 
Correla- Coefficientof Correla- 
tion of Co pe - tion of 
Hypertension tion Personality 


( I) Hypertension Disorders 
roup 1) (Group II) 


Disorders Disorders Disorde 

(Group II) Iil) (Group 
—.04 +41 +41 
Anxiety.......... + .08 +.58 +.51 
—.08 +.41 +.47 
Obsessive-compulsive behavior +.44 +.53 +.14 
Subnorma! assertiveness....... +.38 +.67 +.38 
—.03 —.02 +.01 


* Ia columns A and B hypertension or absence of hypertension is the 
dichotomous variable. In column C the dichotomous variable is presence 
or absence of personality decedent. 

t Ninety-nine patients. 

t Ninety-four patients. 

§ Ninety-three patients. 


hypertensive persons from those having personality 
disorders without hypertension ; the other ratings (hys- 
teria, anxiety, depression, impulsiveness) do not so 
differentiate. The ratings of all the patterns except 
impulsiveness differentiate significantly hypertensive 
persons from those with chronic somatic disorders. 

As between the two groups of patients without hyper- 
tension, namely, those with personality disorders (group 
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II) and those with chronic somatic disorders (group 
Ill), four patterns were found to differentiate sig- 
nificantly: hysteria, anxiety, depression and subnormal 
assertiveness. Two patterns, obsessive-compulsive 
behavior ,and impulsiveness, do not differentiate these 
two groups significantly. 


DEPRESSION OBSESSIVE SUBN ORM IMPULSIVENESS 
COMPULSIVE ASSERTIVENESS 
Btravior 
© 
«. 
» 
a 
«< ~4 
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Fig. 1.—Relation of presence of hypertension to ratings of six 
personality patterns (50 patients with hypertension and 49 with personality 
disorders without hypertension). The vertical column of figures on the 
left shows the percentage of hypertensive subjects. 


As has been stated, in differentiating the hyperten- 
sive persons from those with personality disorders with- 
out hypertension, the patterns that are most differen- 
tiating are obsessive-compulsive behavior (r= 0.44) 
and subnormal assertiveness (r = 0.38). The correla- 
tion coefficient between these two variables is 0.49, 
which shows that these two rated patterns have a con- 
siderable degree of communality. Nevertheless, the 
multiple correlation coefficient between hypertension 
and absence of hypertension and these two patterns 
considered in combination is 0.49, which indicates that 
combinations of the rated patterns may be found which 
may be more differentiating than any one pattern in 
isolation. 

The best combination of patterns for differentiating 
group I (hypertensive) and group III (chronic somatic 
disorders) appears to be depression and subnormal 
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Fig. 2.—Relation of presence of hypertension to ratings of six 
poremgelitg patterns (50 patients with hypertension and 44 with chronic 
somatic disorders). The vertical column of figures on the left shows 
the percentage of hypertensive patients. 


assertiveness, which yield a multiple correlation coeffi- 
cient of 0.69. Approximately the same multiple is 
yielded by the combination of anxiety and subnormal 
assertiveness. However, these multiples are only 0.02 
higher than the zero-order correlation coefficient of 
0.67 between subnormal assertiveness and hypertension. 


HYPERTENSION—GRESSEL ET AL. 
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While the possibility of using the multiple correla- 
tion technic for increasing the differentiating power of 
the rated patterns has not been fully explored, the inter- 
correlations among the patterns are such that no great 
increase is to be expected. This, however, is a subject 
for further investigation. 

Since it was impossible to match the three groups 
perfectly for age (table 1), the variability associated 
with age was held constant by means of the partial 
correlation technic for those patterns significantly asso- 
ciated with hypertension. While the corresponding 
coefficients of correlation dropped slightly when age 
was partialled out, the greatest decrease was from 0.44 
to 0.40 for the correlation between obsessive-compulsive 
behavior and hypertension. In no case was a correla- 
tion coefficient decreased to a significant degree. In 
our data, therefore, the relationship between the ratings 
and hypertension cannot be attributed to age. 

In figures 1, 2 and 3 are represented graphically the 
data which have been described in statistical terms 
in table 5. The ratings were grouped in the classes 
0, 1 and 2, and 3 and 4, in order to provide as large 
samples as possible over the extent of the rating scale; 
but the statistical analysis indicates that the general 
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Fig. 3.—Relationship of presence of personality disorders to ratings 
of six personality patterns (49 patients with personality disorders and 
44 with chronic somatic disorders). The vertical column of figures on 
the left shows the percentage of personality disorders. 


facts shown graphically would be the same, no matter 
how the ratings were grouped. The graphs were made 
up as follows (fig. 1, left corner): 27 subjects from 
groups I and II were rated 3 or 4 for the pattern 
hysteria. Of these 27, 13, or 48 per cent were hyper- 
tensive (group 1). Twenty-seven subjects from groups 
I and II were rated 1 or 2 for the pattern hysteria. 
Of these 27, 14, or 52 per cent, were hypertensive. 
Forty-five subjects from these two groups were rated 
0 for the pattern hysteria; of these 45, 23, or 51 per 
cent, were hypertensive. 

Thus approximately 50 per cent of the subjects in 
groups I and II who were rated at any level of the 
pattern hysteria were hypertensive; the rest were not. 
This amounts to saying that the rating for the pattern 
hysteria does not differentiate significantly the hyper- 
tensive subjects from those with personality disorders 
without hypertension; a conclusion put more concisely 
in table 5, where the relevant coefficient of correlation 
is shown to be —0.04, which is not significant. 

What has been said of hysteria applies to anxiety, 
depression and impulsiveness, but not to obsessive- 
compulsive behavior or to subnormal assertiveness, for 
groups I and II (fig. 1). 

Figures 2 and 3 are to be interpreted similarly. The 
necessary data for the three figures are in tables 2 and 4. 
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COMMENT 


The significant association of hypertension with obses- 
sive-compulsive behavior and subnormal assertiveness 
is in agreement with Halliday’s*® (page 52) general 
experience, and many of our observations are in general 
agreement with those of Binger and his co-workers.’ 

The latter report indicates that one or both of these 
patterns were present to a handicapping extent in 22 
of the 24 hypertensive subjects studied. Nineteen of 
their subjects had conspicuous difficulty in asserting 
themselves, but only 3 are described as obsessional. 
Decided inability to grade assertiveness, severe degree 
of anxiety, depression and hysteria are noted also in 
a fair percentage of their subjects. 

Additional rough checks on the adequacy of our 
method are indicated by the facts that (a) the complex 
patterns rated, though highly intercorrelated, dis- 
criminated effectively the three rather different groups 
studied, (b) a pattern found relatively infrequently 
among adults in our society, “impulsiveness,” occurred 
in the three groups with a uniformly low frequency 
and (c) the ratings differentiate between hypertension 
and somatic disorders and between personality dis- 
orders and somatic disorders more effectively than 
between hypertension and personality disorders. Only 
two of the personality ratings differentiate significantly 
between groups I and II, while five of the ratings do 
so between groups J and III and four do so between 
groups II and III. Furthermore, the significant point 
biserial coefficients are highest between groups I and 
III, next highest between groups II and III and lowest 
between I and. II. The cited facts are evidence that 
hypertensive persons resemble those with personality 
disorders much more closely than they resemble persons 
with somatic disorders, as has recently been the general 
psychiatric oo and the experience of Halliday '° 
(pages 54 and 

A surprising observation i is the absence of significant 
differences in the ratings for neurogenic and for other 
types of hypertension (endocrine, renal, mixed). The 
report of Binger and his co-workers™ also indicates 
great similarity in the personality patterns of subjects 
with various types of hypertension. 

It should be emphasized that the described positive 
associations between presence of hypertension and cer- 
tain personality ratings do not signify an etiologic 
relation between the significant patterns and hyperten- 
sion, but only that there is concomitant variation of 
the two variables. What could be the nature of such 
an etiologic relation? How could it be established 
more surely? We might postulate (a) that persons 
with the implied makeup of hypertensive persons are 
recurrently and frequently inhibiting impulses to overt 
action, (b) that blood pressure rises occur in some of 
these persons at such times, just as other dysfunctions 
obviously occur at such times, (c) that in time, and 
in some such persons, the blood pressure rises begin 
to outlast the duration of inhibited impulse and (d) 
that finally hypertension is sustained instead of inter- 
mittent. Such postulates would be compatible with 
(1) the habitual nature of the personality patterns 
in question, (2) the frequent observation of a 
st of lability of blood pressure antedating sustained 

rtension, (3) the high correlation between even 
insted elevations of systolic pressure and later sus- 
tained hypertension with its complications,?* (4) evi- 


R. L.; White, P. D., and Stroud, W. oe Transient 
Hy a. The Relative’ Prognostic Im mportance of Various Systolic 
and Diastolic Levels, J. A. M. A. 128: 1059 (Aug. 11) 1945, 
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dence suggesting that other factors play a partial 
causative role: somatic, genetic (Ayman,”* Friedman 
and Kasanin**); racial-cultural (the existence of 
anxiety-ridden cultures in which hypertension is not 
mentioned) *° and (5) experimental evidence that sub- 
jection of mammals to recurrent mutually exclusive 
drives (i. e., to recurrent inhibition of impulses to overt 
activity) may bring about not only general disorganiza- 
tion ** but, in.particular circumstances, sustained hyper- 
tension.”* 

Such postulates could be tested by observations of 
the effect on the hypertension of demonstrated modifica- 
tions of the significant personality patterns; by careful 
studies of the behavioral (operational ) correlates of 
supposedly identical “anxiety” in different cultures 
(perhaps these correlates are widely different); by 
careful studies of the association between change in 
prevalence of hypertension and change in personality 
patterns in a cultural group (with hitherto low preva- 
lence) that is undergoing rapid acculturation ** and by 
still other methods independent of the present one. 


SUMMARY AND CONCLUSIONS 


The degree of association between presence of hyper- 
tension and certain personality patterns has been 
studied, in (a) hypertensive persons and ()) two con- 
trol groups. Statistically significant degrees of associa- 
tion are found for “obsessive-compulsive behavior”’ 
(r =0.44 plus or minus 0.10) and for “subnormal 
assertiveness” (r=0.38 plus or minus 0.10). This 
association implies concomitant variation, rather than 
proves etiologic relationship. 

Neurogenic hypertensive and other types of hyper- 
tensive subjects have not been shown to differ signifi- 
cantly in the rated patterns. The method described 
appears to afford a means of objectifying complex 
relationships suggested by much more laborious study 
of far fewer subjects and should prove useful in similar 
investigations. 


ABSTRACT OF DISCUSSION 


Dr. Franz ALEXANDER, Chicago: The inability of self 
assertion, the propensity to yield in arguments and dissensions 
is an overt and conspicuous feature of the hypertensive patient 
which can be easily observed in the patient’s manifest behavior. 
That this chronic state of inhibition under the surface produces 
a state of emotional tension which can be compared with an 
overheated steam engine or a rumbling volcano requires a 
deeper penetration into the more hidden layers of the per- 
sonality; and that this inhibition to express aggressive and 
self-assertive impulses is based on the patient’s emotional 
dependence on others whose good will the patient desperately 
tries to preserve can be ascertained only by a still deeper study 
of the emotional dynamics. Only after these emotional connec- 
tions between dependent needs and inhibition of aggressive 
impulses are understood is it possible to test the validity of 
these concepts by a statistical study of larger groups. This 
is what Dr. Saslow attempted by a thorough psychiatric exami- 
nation of hypertensive patients and control groups. The statis- 
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tically meaningful frequency of inhibited personality among 
hypertensive persons was to be expected on the basis of clinical 
studies by my co-workers and me. The frequency of compul- 
sion-neurotic traits is interesting but does not constitute an 
independent fact. It can be well explained from the basic 
observation that these patients have difficulty in handling their 
aggressive impulses. The compulsive traits represent precisely 
an attempt to allay anxiety which develops as a reaction to 
excessive hostile destructive impulses. By the exaggerated 
observance of social standards of cleanliness and punctuality, 
these patients try to placate their guilty conscience, just as 
little children try to placate their mothers by being very, very 
good. The important issue is that this guilty conscience is 
reaction to excessive hostile impulses. I should like to mention 
the interesting observation which is also confirmed by the 
statistical observations of Dr. Saslow that a fully developed 
compulsion neurosis with elaborate system of rituals is rare 
among hypertensive persons. It has been also noted that 
essential hypertension may disappear in giving way to the 
development of a full fledged compulsion neurosis. All this 
amounts to the fact that by compulsive symptoms the patients 
succeed in draining their hostile impulses, so that the latter 
do not produce an increase of blood pressure any more. On 
the other hand, moderate compulsive character traits, such as 
overpunctuality, meticulousness, overconscientiousness, are com- 
mon among inhibited persons. There is a causal relationship 
between a chronic state of inhibited aggressiveness and a chronic 
state of elevated blood pressure. It is obviously one of the 
causative factors. Psychotherapy in many cases succeeds in 
reducing the blood pressure level. It must be emphasized that 
only understanding of the totality of the psychodynamic struc- 
ture which is characteristic of these patients makes statistical 
observations meaningful. Without such an _ understanding, 
derived from detailed psychodynamic studies, intelligent statis- 
tical studies are impossible. While Dr. Saslow’s work is a 
welcome validation of formulations derived from psychoanalytic 
studies, it does not contribute anything essentially new to 
already existing knowledge. In our complex field, however, 
such statistical corroboration of dynamic formulations cannot 
be considered as superfluous. 

Dr. WALTER BAver, Boston: A question has been sent to 
the platform by Dr. Campbell of Los Angeles: “Does the 
essayist know of any series of cases of hypertension which 
have had prolonged remissions from psychotherapy alone?” 

Dr. GeorGE Sastow, St. Louis: Concerning any demon- 
strated effect of psychotherapy on hypertension, we require 
studies which show significant correlations between (a) objec- 
tively describable modifications, during psychotherapy, of rele- 
vant definable personality factors and (b) sustained reduction of 
hypertensive blood pressures. Each interested psychotherapist 
has some hypertensive patients treated only psychiatrically. 
Of these, some are subsequently normotensive for several years. 
Such observations are not a systematic study. I know of 
no published systematic study, nor will such a study be 
undertaken until less laborious methods of defining personality 
functioning are devised. Our initial research is exploratory: 
Can such methods be devised? If the crude beginnings have 
revelance, they can be refined. When subtle enough, they can 
be used in a psychotherapy experiment. I should like to 
thank Dr. Alexander particularly for his agreement that the 
conception of a personality constellation specific to each psycho- 
somatic disorder has no sound foundation. Present evidence 
from animal experiments indicates that repeated subjection of 
rats to two mutually exclusive impulses to act (going for food, 
being stopped by an air blast), ie., to recurrent inhibition of 
an impulse to overt action, can result in sustained hypertension. 
Our hypothesis is that, in personalities such as we described, 
the recurrent blocking of impulses to act is associated (in some 
persons) with transient rises in blood pressure, and in others 
with colonic spasm, bronchospasm or the like. Further, Paul 
White has demonstrated a strikingly high correlation between 
even transient rises in systolic pressure and later sustained 
hypertension (without, or with, its various complications). Our 
guess is then that the personality patterns we found significant 
are a large factor in hypertension. It is unlikely that they 
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are the sole factor, because (a) the correlations are not high 
enough, (b) Dr. Page’s somatic factors are relevant, (c) genetic 
factors are apparently relevant and (d) cultures are known 
which appear to be as anxiety ridden and impulse inhibiting 
as ours, but from which hypertension is not reported. We 
suggest that hypertension be studied pluralistically. Remedies 
may then be found in unexpected quarters, as with typhoid. 
There treatment of the distant water supply of a potential 
patient was found more effective than treatment of the patient; 
also inoculation was found more effective. Maybe the discovery 
we shall make about hypertension is that it is treated best by 
treating the social-cultural organization which conditions indi- 
vidual personality patterns. 


USE OF A SYMPATHOLYTIC DRUG (PRISCOL®) 
From the Point of View of a General Surgical Practitioner 


MAX P. ROGERS, M.D. 
High Point, N. C. 


During the past few years, interest in and investi- 
gation of the sympathetic nervous system has rivaled 
that of the field of antibiotics. Much has been done 
and written concerning the physiology and pharma- 
cology of alteration in sympathetic function, either by 
surgical procedure or by drugs. 

However, most of the work previously reported has 
come from large hospital centers where facilities for 
investigational work and where routines of treatment 
can be easily established. The time has come, though, 
where the practical widespread use of these methods 
must be determined, since the manufacturers of various 
sympatholytic agents are making them available com- 
mercially. The medical profession has asked the ques- 
tion often as to how these agents might be used in 
everyday practice and which of the agents can be dis- 
— in the usual office or hospital practice with 
Satety 


The ideal sympatholytic agent, from the point of 
view of the general medical or surgical practitioner, is 
that one which can be used intramuscularly, intrave- 
nously or orally, so that treatment might be rendered 
whatever the circumstances might be. Currently, three 
drugs are under investigation in regard to their proper- 
ties of sympatholysis. Etamon® (tetraethylammonium 
chloride or bromide) and dibenamine® (dibenzyl beta- 
chloroethelamine hydrochloride) both have the ability 
to block effector sympathetic pathways, but they both 
have the drawback that they must be administered 
either intravenously or intramuscularly. This is a 
definite disadvantage when one desires to treat an 
ambulatory patient. In 1939, Hartmann and Isler first 
reported on the third drug of the group, priscol® 
(2-benzyl-4, 5-imidazoline hydrochloride). This drug 
has the advantage that it can be given orally as well 
as parenterally and, therefore, is of greater value as a 
method of ambulatory treatment. Priscol,® then, was 
chosen for this study, to determine its usefulness to the 
general medical or surgical practitioner. 

Experiments on the effect or action of priscol,® as 
well as clinical investigation, have been rather extensive. 
For this paper, ninety-nine articles were reviewed, but 
only a few of these will be mentioned. Hartmann and 
Isler found that the phenyl-substituted alkyl imidazo- 
lines are depressors of blood pressure, and priscol® is 


Ida M. Sykes and Ruby Dellinger assisted in this yen 

Priscol® (since this paper was written, the name priscol® has 
changed to priscoline®) used in this study was furnished by the Cite 
Pharmaceutical Products, Inc., Summit, N. J. 
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PRISCOL® 
the strongest of them? Meier and Mueller stated that 
the effect of priscol® is characterized by a dilatation 
of the vessels of the skin and mucosa and that it 
increases the vascularization of certain regions, the 
extremities more than others.? Later, Meier and Meyer, 
working on the peripheral point of attack of priscol® on 
the vascular system, stated that no cholinergic mechan- 
ism is involved in the priscol® action and that, if the site 
of action is not the central nervous system, priscol® must 
act on the adrenergic or sympatheticomimetic system.* 
They also stated that administration of atropine in a 
dose which definitely inhibits the acetylcholine effect 
has no influence on dilatations produced by priscol. “ 
(There is some question, however, about priscol’s® 
actually having a cholinergic action, because of the 
appearance of “goose flesh” in some patients taking 
priscol.® This occurrence is probably effected by stimu- 
lating cholinergic pathways in the sympathetic nervous 
system. ) 

Braun, working on vasoconstriction in the tail of 
a rat, stated that ergotamine, as well as epinephrine, 
caused damage and that priscol® acted antagonisti- 
cally toward both of these substances. Bertazzi and 
de Gennaro showed that priscol,® in doses of 10 to 
20 mg., has a definite stimulating effect in gastric 
motility, manifested not only by improvement in tone 
and peristalsis but also in quicker gastric evacuation.® 
Butturini, in 1940, described the reversal of epinephrine 
effect on priscol.© Mueller also proved that priscol® 
has a definite adrenolytic effect.’ Frieb, in an interest- 
ing article on functional effects of priscol® on various 
organs, reported that, in elderly persons with hyper- 
glycemia, priscol® produced a normal blood sugar level 
which would indicate that other drugs which influence 
favorably the diabetes of elderly persons, but not of 
younger persons, like testosterone propionate, act not 
specifically but by improving the vascularization of the 
tissues. He also reported that priscol® has no effect on 
the coronary arteries.* (This last observation brings 
up some question, because priscol® does stimulate the 
heart rate, and coronary blood flow is increased 
mechanically along with the heart rate). 


Lippross showed that the normal peripheral gradient 
of the skin temperatures is abolished by priscol.®® 
Still another report on priscol® and diabetes is that of 
Carvalho.'"° This showed the blood sugar level of 
normal or diabetic persons decreased after intravenous 
or subcutaneous injections of priscol®; the higher the 
level, the more pronounced the effect, subcutaneous 
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injections being more effective than intraveous. Kohl- 
mayer reported that priscol® definitely improved the 
patient with Raynaud’s and Buerger’s disease (throm- 
Schnetz and Fluch reported 
rather extensively on the use of priscol® in angioneuro- 
sis, vascular spasms, acrocyanosis, acroparesthesia, 
frostbite, Raynaud’s disease, intermittent claudication, 
Buerger’s disease and arteriosclerotic and diabetic gan- 
grene, with good results.’* Other good reports with 
use of the drug in clinical patients were reported by 
Weitzmann,'* Buckreus '* and Brack."® 


Another interesting report was that of Kutschera- 
Aichbergen, who reported accidentally, so to speak, 
that in 2 cases of water retention due to acute or sub- 
acute nephritis, priscol® produced satisfactory diuresis 
on intravenous injection.’® Nespor reported both sub- 
jective and objective improvement of hands and face in 
a case of scleroderma.’ Later Kutschera-Aichbergen 
had an additional report on his use of priscol® to com- 
bat anuria of nephritis.‘* Also, Coste and Hochfeld, 
in 1945, reported good results from injections of 
priscol® in cases of coxitis senilis.1® (A word of caution 
should be added that many of these reports deal with 
only a few patients followed for a short period of 
time.) Priscol® has also been used in the fields of 
gastroenterology as a diagnostic and testing agent and 
also in the fields of ophthalmology and rhinology. 

The cases in this report deal with clinical use of 
priscol® during the eleven months prior to writing. 
The first patient who was given priscol® had been tak- 
ing the drug almost continuously during that period 
of time. All patients were followed with frequently 
repeated studies of blood and urine, and no significant 
changes resulted from treatment with priscol.* The 
material will be presented in three main divisions: 
(1) observation in the use of the drug in the treatment 
of peripheral vascular disease, (2) the use of the drug 
in treatment of hypertension and (3) the use of the 
drug in conditions not clearly defined. In the earlier 
days of this work, the dosage schedule was probably 
too small, as more recently developed schedules of treat- 
ment with larger doses have given better results. 
Testing equipment consisted only of the usual 
laboratory studies, oscillometric studies with Collin’s 
sphygmo-oscillometer and skin temperature studies with 
a McKesson dermalor.? Although constant tempera- 
ture rooms are of a great deal of importance, this 
was not available and skin temperatures could be taken 
only in a room with the doors and windows closed 
after patient had been resting for fifteen to twenty 
minutes, and then observations were made by com- 
paring the temperature of the skin with the temperature 
of the room. 
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Side effects of the drug have been dependent entirely 
on dosage, and these were well described by Grimson 
and his co-workers in a complete and exhaustive report 
in June 1948.*° It has been found that oral doses of 
25 mg., every three to four hours, in the majority of 
cases, produce no side effect whatsoever. Occasionally 
a patient will state that he feels “squeamish in his 
stomach” at the beginning of his treatment, but no defi- 
nite nausea and no vomiting have been encountered. 
The patient’s commonest complain is probably that of a 
chilly sensation with development of goose flesh and a 
sensation of crawling of the skin. Intravenous doses 
produce a sensation of warmth of the face and arms, 
crawling of the skin and rarely apprehension. Doses 
of 25 to 50 mg. of priscol® will seldom produce any 
significant lowering of blood pressure. 


USE OF PRISCOL® IN PERIPHERAL VASCULAR 
DISEASE 


Twenty-seven patients with vascular disease or 
related disorders of the circulation of the extremities 
received priscol.* Ten patients had arteriosclerotic 
peripheral vascular disease, and 3 of these had diabetes. 
There were 4 cases of Buerger’s disease, 6 cases of 
thrombophlebitis, 3 cases of lymphedema, 1 case of 
trench foot; 1 case of livedo reticularis and 2 cases of 
causalgia. In all cases the patients were first tested, 
with either intravenous or oral doses, and then received 
oral medication over a period of time. 

Arteriosclerotic Peripheral Vascular Disease—In 
this group of patients all complained of essentially the 
same thing, that is, a gradual increase of pain in the 
legs, particularly in the calves on walking, over a 
period of time. Of this group, 3 of the patients had 
arteriosclerosis with hypertension and 4 of the patients 
had no hypertension. All were above 50 years of age 
and showed the usual cordlike peripheral arteries in 
the arms and legs. 

The first patient was seen before priscol® was 
obtained and was treated with Buerger’s exercises and 
later with intermittent venous occlusion. She improved 
somewhat, and her first oscillometric studies showed a 
maximum of 2 mm. oscillation bilaterally; these 
increased to 4 and 5 mm. on intermittent venous occlu- 
sion. When priscol® was obtained, her maximum oscil- 
lation at the time was 5 mm., and she was first tested 
with 25 mg. of priscol® intramuscularly. Her oscillo- 
metric readings increased to 6.5 mm. She was then 
given the drug orally, and this was continued for four 
months. During this period she improved to the 
extent that she rarely had pain. The patient has had 
a lumbar sympathectomy on one side and is scheduled 
for treatment of the opposite side soon. There has been 
no change in the sympathectomized limb during treat- 
ment with priscol.® 

The second patient, the brother of a doctor, had not 
had a great deal of difficulty because of a very sedentary 
occupation. However, he knew that he could not walk 
for any distance without pain. Oscillometric studies 
showed a maximum of 0.5 mm. bilaterally. With 
priscol,® 25 mg. given orally five times daily, his oscil- 
lometric readings increased to 2.5 mm. bilaterally; he 
can now walk a considerable distance without pain. 


20. Grimson, K. S.; Reardon, M. J.; Marz F. A., and Hendri 
J. P.: The Effects of Priscol (2: Benzyl-4, 5- Calietadied lich on Periph. 
eral Vascular Diseases, Hypertension and Circulation in Patients, Ann. 
Surg. 127: 968, 1948. 
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Another patient gave a history of gangrene of the toe 
requiring operation one year prior to being seen. He 
was seen because of cyanosis and early ulceration of 
another toe. With priscol® therapy the ulceration 
cleared, the circulation was reestablished and no ampu- 
tation has been necessary. 

The next patient was seen because of an acute 
arterial occlusion, superimposed on arteriosclerosis with 
severe _pain and cyanosis of the entire foot. With 
priscol® therapy the color returned, his pain was 
relieved and he began to be up and about. However, 
during the time that he was taking priscol,® another 
rather extensive arterial occlusion developed and ampu- 
tation was necessary. 

The next patient had been treated for arthritis and 
rheumatism over a period of a year without improve- 
ment and stated that cramps appeared in both calves 
after she walked one block. She was given priscol,® 
and during the first week her oscillometric readings 
increased from 0.5 mm. on the right and 1.5 mm. on the 
left to 1.5 mm. on the right and 2.5 mm. on the left. 
She can now walk six to eight blocks without pain. 

Another patient was interesting because of associated 
hypertrophic arthritis of the spine as well as arterio- 
sclerotic peripheral vascular disease with intermittent 
claudication. With priscol® therapy both the intermit- 
tent claudication and the arthritic symptoms improved. 

The last patient in this group was seen because of 
a rather sudden onset of pain in the left foot, which 
was thought to be an endarteritis superimposed on the 
arteriosclerotic peripheral vascular disease. Oscillo- 
metric readings were 0 in the left leg, and there was a 
difference of 3 degrees in skin temperature between 
the right and left great toes. In a test with 25 mg. 
given intravenously, the pain was relieved, the skin 
temperature increased, so that there was only 1 degree 
difference between the right and left foot, and the 
patient was able to walk without pain. 

Arteriosclerotic Peripheral Vascular Disease with 
Diabetes —There were 3 patients in this group, and 
2 of them were Negro. The first patient, a 59 year old 
Negro woman, came to the hospital because of a large 
infected area on the left ankle with cellulitis and early 
abscess formation. During the early days of her hos- 
pital stay the level of her blood sugar was rather high, 
and after taking priscol® the patient went into insulin 
shock on several occasions before it was realized that 
the insulin requirement decreased with this medication. 
When her insulin dosage was reestablished, while she 
was receiving priscol,” she improved rapidly. The 
abscess was drained; she no longer complained of pain 
in her leg and was discharged from the hospital with 
only a granulating area on the ankle. With continued 
priscol® therapy, this healed rapidly and the patient has 
been asymptomatic. 

The second patient, a 75 year old Negro man, was 
also admitted because of an infected ulcer of the foot, 
diabetes and arteriosclerosis with hypertension. With 
priscol® therapy the relief of pain was rather dramatic. 
His diabetes was easily controlled, and the patient was 
discharged with a small dressing on his foot. About a 
month later, however, after discontinuing the use of 
priscol,® this patient had acute myocardial failure and 
died. The effect of priscol® here, with respect to his 
heart lesion, is not clearly defined, although it is 
believed that his demise was due to natural causes of 
the hypertensive cardiovascular disease. 
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The next patient not only complained of pain in her 
feet and legs, but also of a great deal of numbness and 
tingling. With priscol® therapy her diabetes was readily 
controlled, her pain and numbness disappeared and, as 
of the time of writing, she had been taking priscol® 
for approximately two months with no ill effects 
whatsoever. 


Buerger’s Disease (Thromboangiitis Obliterans).— 
There were 4 patients in this group. All of the patients 
were under 40 and gave a typical history of intermittent 
claudication with a definite history of a fluctuating 
course of exacerbations and remissions. They were 
all seen during an exacerbation and showed diminished 
pulsations of the dorsalis pedis and the posterior tibial 
artery with paleness, blanching on elevation and depen- 
dent rubor. The first patient was a former army officer 
who had experienced his difficulty while in the army, 
where a diagnosis of quadrilateral Buerger’s disease 
was made, and he was sympathectomized bilaterally. 
He did fairly well for approximately one year, but then 
began to have recurrence of his symptoms. When he 
was first seen he could walk only about one block 
without pain. After two weeks of priscol* therapy, 
he could walk four to five blocks and oscillometric 
readings had increased to an average of 2.5 mm. 
bilaterally. Priscol® therapy was continued for four 
months and was then stopped, as the patient was 
apparently in a remission. The improvement with 
priscol® after sympathectomy affords speculation as to 
mechanisms involved, but the most plausible assump- 
tion is that priscol* was again relieving spasm, which 
in this instance was apparently due to regeneration of 
sympathetic fibers. 

The second patient, who was only 34, had had trouble 
with his legs for two or three years. His oscillometric 
readings were 0 bilaterally, and the patient could walk 
a distance of only 25 yards (23 meters) without pain. 
With priscol®* therapy he rapidly improved to the extent 
that he could walk four to five blocks. Priscol® therapy 
was stopped, and all his symptoms returned; on taking 
priscol* again he was relieved. He has had a lumbar 
sympathectomy on one side and will be sympathecto- 
mized on the other side. Another patient, age 32, 
complained of aching and burning pain in both legs of 
three years’ duration, with definite exacerbations and 
remissions. Oscillometric studies showed a maximum 
of 1.75 mm. bilaterally. Intermittent claudication 
occurred after he walked two blocks. With priscol® 
therapy, 25 mg. four times daily, the oscillometric 
readings increased to normal and symptoms dis- 
appeared. Therapy was continued for two months and 
then discontinued when the oscillometric readings no 
longer increased. 

The last patient had the onset of his disease at the 
age of 27, and when he was seen five months later he 
was almost completely incapacitated. His feet were 
cold and clammy with absent dorsalis pedis and pos- 
terior tibial pulsations and maximum of 3 mm. oscilla- 
tions bilaterally. Priscol,* 40 mg. given intravenously, 
abolished the gradient of skin temperatures from the 
toes to the umbilicus, and his pain disappeared. His 
walking distance doubled during the first week of 
therapy. 

Thrombophlebitis—In this group there was a total 
of 6 patients. Four of the patients were seen in the 
acute phase with the typical symptoms of fever and 
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pain. All patients in this group, both acute and chronic, 
had a positive Homan sign. Priscol® was used in 
these cases as a substitute for paravertebral sympa- 
thetic procaine hydrochloride injections. 

In 3 of the cases priscol® was first given intrave- 
nously with a prompt reduction of pain within a period 
of three to five minutes. In the other 3 priscol® was 
given orally with a decrease in pain within a period of 
thirty to forty-five minutes. After the initial test doses, 
priscol” was continued orally, and, as long as priscol® 
was given in adequate dosage, the Homan_ sign 
remained negative and the patients were essentially 
asymptomatic. In 3 cases it was thought that priscol® 
influenced the course of the disease, inasmuch as after 
priscol* therapy was instituted without other change in 
medication there was a prompt reduction of fever. The 
2 cases of chronic thrombophlebitis were of approxi- 
mately six to twelve months’ duration, and improve- 
ment was prompt and lasting. 

Related Vascuiar Conditions —Trench Foot: One 
case was that of a veteran who gave a history of onset 
of trench foot while in the European Theater of War 
during 1944. Until the time of his discharge from the 
armed forces, he was in and out of the hospital fre- 
quently with pain, chilling and swelling of both feet. 
He was discharged with 10 per cent disability in 1946. 
Examination showed that both feet were cold, clammy 
and moist. Oscillometric readings were normal, but 
skin temperatures were low. There was a pronounced 
dependent rubor, but plantar ischemia was absent. He 
was given priscol” orally and received it daily, 25 mg. 
every three hours. This was continued for approxi- 
mately three weeks. During this period of time he 
had no pain or swelling, and on discontinuing treat- 
ment the patient reported to a national guard camp 
for a period of two weeks. In spite of his tour of 
duty there, he still had no pain or swelling. 

Livedo Reticularis: The patient was a 27 year old 
woman who was seen because of mottling of both legs 
of several years’ duration, accompanied with burning 
pain after standing for any length of time, as well as 
a significant amount of rest pain. Oscillometric studies 
showed decreased arterial supply bilaterally with the 
skin temperature gradient of 26 degrees in the great 
toe to 31 degrees at the umbilicus. There was plantar 
ischemia on elevation and dependent rubor with mot- 
tling of both legs on dependency. Priscol® given intra- 
venously increased the oscillometric readings by 1.5 
mm. bilaterally, and the skin temperature gradient 
was almost abolished. With priscol® therapy her oscil- 
lometric readings became normal. She no longer com- 
plained of cold feet. Her mottling was less, and her 
pain, both while standing and at rest, completely 
disappeared. 


Postphlebitic Lymphedema: Three patients were 
treated in this group, 2 women and 1 man. The 
average increase in diameter of the affected leg was 
1% inches (3 cm.) over the normal leg. With priscol® 
therapy the edema completely disappeared, and the leg 
remained normal as long as therapy was continued. In 
1 patient there was a recurrence of edema after dis- 
continuation of priscol® therapy. In another there were 
occasional episodes which could be terminated immedi- 
ately with priscol,® and in the third case there was 
complete and permanent disappearance of the lymph- 
edema. 
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Causalgia: There were 2 patients treated for this 
dyscrasia. The first was that of a 25 year old veteran 
who sustained a rupture of the distal end of the right 
triceps tendon while in the service as a result of a jeep 
wreck. Since the time of the accident he had had a 
constant dull aching pain in the arm and shoulder with 
episodes of acute pain, with tingling, numbness and 
burning of the index and middle fingers of the right 
hand. Local physical therapy was of no avail, but 
priscol,” 25 mg., was administered intravenously dur- 
ing an acute episode. The pain was immediately 
abolished along with the burning and tingling of the 
hand. Priscol® therapy was continued for one week 
orally and then stopped with no recurrence of pain. 

The second case was that of a 35 year old woman 
who complained of pain in the throat, gums and teeth, 
of approximately eighteen months’ duration. She had 
been seen by a number of nose and throat specialists 
and dentists without relief. She was in excellent 
physical condition, and no localized cause for her pain 
had been found. However, priscol,® 25 mg. given 
intravenously, abolished the pain. Therapy was con- 
tinued by mouth, and as long as she continued taking 
priscol® she had no pain. 


HYPERTENSION 


In this series 2 patients with hypertension were 
treated with priscol.® The first was a 53 year old white 
woman with known hypertension of seven years’ dura- 
tion. She was referred to Duke Hospital for checkup 
in regard to a sympathectomy. Although it was found 
that she was an ideal candidate, she did not desire a 
sympathectomy, and for that reason she was given 
priscol.® Her blood pressure in the beginning varied 
from 210 to 240 systolic and from 110 to 120 diastolic. 
At the time that this report was made she had been 
taking priscol® almost continuously for eleven months. 
She was given a regular dose of 50 mg. every two and 
one-half hours. As of the time of reporting she had 
a standing pressure of 140 systolic and 80 diastolic. 

The second patient was a 41 year old man with 
hypertension of three years’ duration. After his studies 
were completed in regard to sympathectomy, it was 
decided to attempt to lower pressure with priscol® 
before proceeding with surgical treatment. Prior to 
therapy his blood pressure was found to be 252 systolic 
and 140 diastolic. With priscol® therapy, 75 mg. every 
two hours, his standing pressure was 170 systolic and 
110 diastolic. This patient had been receiving priscol,® 
at the time this paper was written, for only about two 
weeks. In both cases the patient tolerated therapy well 
and had no complaints whatsoever. 


MISCELLANEOUS USE OF PRISCOL® 


Tabes Dorsalis—A 58 year old white man, known 
to be syphilitic with central nervous system mani- 
festations of several years’ duration, had been treated 
in many places for his central nervous system mani- 
festations. When he was seen he stated that he had 
tabes. His knee jerks were absent, and his chief 
complaint when seen was that of “lightning pain” in 
both legs. The patient admitted that during the past 
few years he had taken large quantities of “headache 
remedies” for his pain, as well as morphine and codeine. 
During cold and rainy weather, he would have attacks 
of severe lancinating, knifelike pains throughout both 
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legs. Because of this he was able to work little and 
was in a great deal of pain most of the time. He was 
seen during an acute attack, at which time he would 
sit quietly for a few minutes and then suddenly jump 
and almost scream because of pain through both legs. 
Priscol® was given intravenously with immediate relief 
of his pain. Since taking priscol® orally, he has not 
required any other pain-relieving medication at all, 
indicating that his pain was undoubtedly associated 
chiefly with pronounced vascular spasm. 


Syphilitic Gastric Crisis—A 50 year old man with 
central nervous system syphilis had received much 
therapy. He had positive signs of syphilis in the blood 
and cerebrospinal fluid. During the year prior to 
examination he had had seven admissions to the hos- 
pital because of abdominal pain, nausea and vomiting. 
A diagnosis of gastric crisis was made, but the patient 
continued to have many attacks of severe pain, requir- 
ing considerable amounts of narcotics for relief. During 
an acute stage, at which time he had been unable to 
retain food for approximately four days, it was decided 
to study the role of vascular spasm in such a case. 
Priscol® was given intravenously in a dose of 25 mg., 
with approximately 75 per cent reduction of pain. He 
then received priscol,® 25 mg., every three hours intra- 
muscularly, and within twenty-four hours he had little 
pain and no nausea or vomiting. Within forty-eight 
hours he was eating a regular diet, had no pain and 
was taking no narcotics. Priscol® was then given 
orally. He was discharged five days after the start of 
priscol® therapy, eating well and gaining weight. 


SUMMARY AND CONCLUSIONS 


To augment the clinical reports of the use of priscoi® 
(2-benzyl-4, 5-imidazoline hydrochloride), the results in 
31 cases are presented. It appears that priscol® has a 
definite place in the armamentarium of drugs in the 
treatment of many types of conditions, particularly in 
the field of peripheral vascular disease, or for conditions 
of visceral pain due to vascular spasm. Presumably 
this drug can be used to a great advantage in those 
cases in which sympathectomy would be advantageous, 
and, if the patient responds to priscol*® therapy, the 
results of a sympathectomy will probably be good. It 
can also be used as a substitute for paravertebral 
sympathetic block. Immediate results of the drug can 
be obtained by its administration intravenously or 
intramuscularly, and it can then be dispensed in dosages 
of 25 to 50 mg. every two to four hours as a routine 
office prescription without danger, in the usual case, 
with adjustment of the dosage for each patient as 
necessary. However, priscol® should be used with 
reservation in patients with known coronary insuffi- 
ciency or cardiac lesion. Particularly from this point 
of view, priscol® is of importance to a general medical 
or surgical practitioner. 

The results of the use of priscol® in 2 cases of pain 
resulting from central nervous system syphilis is 
unusual and interesting, and, in explanation of its 
mechanism, it is suggested that in view of the present 
knowledge of the pharmacologic characteristics of 
priscol,” the action may be explained on a basis of 
inhibition of stimuli to the vessels. It is also apparent 
that in certain cases of causalgia, which are always 
difficult problems, aid is afforded by treatment with 
priscol.* 
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LOCATION OF BRAIN TUMORS BY MEANS 
OF RADIOACTIVE PHOSPHORUS 


B. SELVERSTONE, M.D. 
A. K. SOLOMON, Ph.D. 
and 
W. H. SWEET, M.D. 
Boston 


Precise location of cerebral tumors at operation has 
been accomplished by means of a miniature Geiger- 
Miller counter employed as a probe. With such a 
purpose in view, one of us (B. S.) suggested, on 
theoretical grounds, that radioactive phosphorus might 
concentrate in cerebral tumors. In order to demonstrate 
the feasibility of this technic, it was essential to prove 
that radioactive phosphorus would actually concentrate 
in cerebral tumors to a degree significantly greater than 
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tumor tissue. The concentration in tumor appeared 
to increase with increasing cellularity, in tumors of the 
same group. The maximum concentration ratios were 
usually reached on the second or third day after injec- 
tion. 

Since approximate location of deep brain tumors has 
not presented a major problem when neurologic exami- 
nation, electroencephalography and_ ventriculography 
have been carefully employed, we have limited the 
present study to the more difficult question of precise 
location. The beta radiation emitted by P** penetrates 
only about 7.5 mm. in brain or brain tumor, permitting 
location within this maximum distance.? The miniature 
counters employed were constructed by Dr. Charles V. 
Robinson of the Harvard Medical School, who subse- 
quently collaborated with us (figure). They are sen- 
sitive only in the terminal 1 to 1.5 em. Our first 
counters were 5.0 mm. in diameter, which we now 


Tas_e 1.—Ratio of Counting Rate in Brain Tumor to That in Brain When Probe 
Counter Was Employed in Location of 14 Brain Tumors. 


Time (Hr.) 
Injection Corrected Counts 
Dose P2*, of per Minute Ratio 
Milli- to Depth, of a 
Case No, curies Operation Counter Cm. ‘Tumor Brain Counts Comment 

3.5 1.8 A 1.0 5,226 961 5.4 Unclassified glioma; no surface presentation; 
tumor located 

Digictiebecceel ea etexe 4.2 45.6 A 5.1 13,032 1,207 10.8 Glioblastoma; no surface presentation; tumor 
locat 

udiyiaveiactliassthis 1.8 26.9 A 2.3 4,529 783 5.8 Glioblastoma; presented on surface; tumor 
verifiec 

0.95 25.6 A 3.2 2,946 482 6.1 presented On surface; tumor 
verified 

ih awsdasaedeaadees 3.7 26.8 A 3.5 8,829 349 25.3 Glioblastoma; no surface presentation; tumor 
located 

1.4 21.0 A 4.1 2,128 222 9.6 Glioblastoma; no surface presentation; tumor 
located 

3.6 19.3 A 4.0 12,c68 2,168 5S Glioblastoma; no surface presentation; tumor 
located 

1.5 46.5 A 3.7 2,885 390 7A Glioblastoma; no surface presentation; tumor 
located 

14 21.1 A 4.1 2,125 219 9.7 Atypical glioma; glioblastoma(?); convolu- 
tions widened over tumor, but also over non- 
neoplastic area nearby; no surface presenta- 
tion; tumor located 

2.5 25.3 A 4.8 30,077 828 36.3 Glioblastoma; no surface presentation; tumor 
located 

2.3 26.2 A 3.6 4,182 5l4 8.1 Astroeytoma(?); glioblastoma(?); small _sur- 
face presentation; tumor verified and outlined 
for resection 

ikdininidiobetnstsbaes 4.1 61.7 A 2.2 24,232 2,852 8.5 Probable apisetiniteiens no surface presenta- 
tion; tumor locate 

1.6 19.7 B 4.0 1,337 67 20.0 Unclassified cerebellar glioma; tumor located 
through minimal dural openings before cere- 
bellar exposure 

1.9 65.8 A 2.0 2,056 270 7.6 


First typical astrocyt6ma studied; no surface 
presentation; tumor located by inserting 
counter from medial surface of hemisphere 


in normal gray and white matter. Preliminary experi- 
ments were carried out in which tracer doses of radio- 
active phosphorus, as a buffered phosphate solution, 
were given intravenously to patients with various types 
of cerebral tumor. Aliquots of tumor removed at inter- 
vals after injection of P*? were compared for radio- 
activity with white and with gray matter removed at 
the same time. The radioactivity of tumor tissue ranged 
from 5.8 to 110 times greater than that of adjacent 
normal white matter. The activity of gray matter was 
ordinarily somewhat greater (about 1 to 2 times) than 
that of white matter, but never approached that of 
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consider too large for routine use. At present we use 
counters 3.0 mm. in diameter, which are of the same 
size as cannulas customarily employed in ventriculog- 
raphy.* 

This report deals with a preliminary group of 14 
cases of brain tumor (including glioblastoma, astro- 
blastoma, astrocytoma and atypical glioma) in which 
the Geiger-Muller probe counter has been employed at 
operation. In 3 of these cases the tumor was on the 
exposed surface; in the remaining 11 instances the 
counter was employed in order to determine the precise 
location of tumors which were not on the surface. In 
each instance the patient received intravenously 0.95 
to 4.2 millicuries of radioactive phosphorus (as _ buf- 
fered sterile sodium phosphate solution) at intervals 
ranging from 1.8 to 65.8 hours prior to operation. 


2. P* gives off only a 1,690,000 electron-volt (1.69 Mev.) a ray, with 
a maximum range of approximately mg. per square centimeter in 
aluminum (Glendenin, L. ucleonics 2: 12, 1948). The pore wall, 
of copper or stainless steel 0, 16 Soak thick, appreciably reduces the 7.5 mm. 
range. Brain and brain tumor are assumed to have a density o 

3. Robinson, C. V., and Peterson, R. E.: Rev. Scient. Raatrmnente 
19: 911, 1948. 
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The counting tube is sterilized either by immersion 
in a formaldehyde base germicide for one hour or by 
autoclaving at 120 C. for five minutes. The cathode, 
the only portion in contact with the brain, is at ground 
potential. A suitable cathode-follower circuit is provided 
in order to prevent undue loading of the small counting 
tube by the capacitance of the 10 foot (25 cm.) line lead- 
ing to the scaler. The appropriate area of cerebrum 
or cerebellum is then exposed by means of a craniotomy 
the location of which is based on the usual clinical 
and laboratory data. A presumed normal control is 
first obtained by introducing the counter into a cenvolu- 
tion in a neurologically “silent” area chosen as far from 
the probable site of tumor as the exposure will permit. 
The counter is then decontaminated by irrigation and 
wiping with a moist sponge, and the background in air 
is checked. The counter is then successively introduced 
into suspectéd convolutions until the tumor is encoun- 
tered. The presence of tumor is recognized by an 
immediate increase in counting rate from 5.4 to 36.3 
times that encountered in the control area. Before 
reintroduction, after tumor has been struck, the counter 


Miniature Geiger-Miller counter used in locating deep brain tumors. 


is cleansed with hydrogen peroxide and alcohol in order 
to prevent the possible implantation of malignant cells 
into normal areas. Ordinarily a statistically satisfactory 
number of counts is obtained within twelve to twenty- 
four seconds in tumor and within thirty to sixty 
seconds in normal brain. 

Table 1 shows counting rates obtained at comparable 
depths beneath the surface in normal brain and in 
tumor. In each instance where a tumor was present, 
except in case 15 (not shown in the table), it has 


Taste 2.—Counting Rates at Successive Depths with Intro- 
duction of Probe Counter Through Brain to Tumor 


Case 7 Case 8 Case 10 
Depth, Counts — Depth, Counts — Depth, Counts 
Cm." per Minute Cm.* per Minute Cm.* per Minute 
2.0 1,278 24 1,213 1.5 1,142 
4.0 2,168 3.0 1,627 2.2 992 
5.0 14,445 3.7 2,885 3.8 650 


* In each instance, the gross margin of tumor was identified between 
the depth of the final and that of the next preceding count, as accurately 
as we could determine on subsequent direct inspection. 


been possible to locate the tumor.* In this case, a deep 
metastatic nodule, 1.2 cm. in diameter, was never struck 
by the counter. Autopsy disclosed that the counter 
had never come closer than 5 mm. to the tumor. 

Table 2 shows counting rates at successive depths 
at the same site of introduction in cases 7, 8 and 10. 
It will be noted that there is a striking increase in the 
number of counts when the probe is advanced a final 
centimeter or less into gross tumor. 


In cases 3, 4 and 11, the location of the tumor was evident on the 
seal and the counter served merely to verify its presence. 
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The theoretical and practical limitations of these tech- 
nics and the use of the counter in demarcating tumor 
from normal brain will be discussed in a subsequent 
detailed communication. 


SUM MARY 


Radioactive phosphorus injected intravenously appears 
in human cerebral tumors in high concentration when 
compared with normal brain. A small probe Geiger- 
Miller counter has been successfully employed in 14 
cases to determine the precise location of deep brain 
tumors. 


RUPTURE OF THE INTERVERTEBRAL DISK 


A Short History of Its Evolution as a Syndrome 
of Importance to the Surgeon 


WILLIAM JASON MIXTER, M.D. 
Boston 


An account of rupture of the intervertebral disk as 
an important clinical entity must include not only an 
evaluation of the pertinent literature, but also the 
experience of my contemporaries and myself. 

There is little in the older literature that has not 
already been noted, and my function, as I see it, is to 
use the facts contained in it as a background for the 
important work leading up to present knowledge of the 
subject. If I have omitted any important contributions 
to the subject, I trust that such omissions will be 
drawn to my attention in order that such an error 
may be corrected in any future publication. 

In an interesting old book by Charles Bell,’ written 
in 1824, is an illustration which perhaps is one of the 
earliest drawings of a rupture of the intervertebral 
disk, though this, like so many other later references, 
is concealed under the cloak of misconception of the 
lesion. Bell called it a fracture, and fracture is present. 
Nevertheless, allowing for a certain amount of error by 
the artist, I think that one may assume that the lesion 
depicted might be a gross rupture of the intervertebral 
disk into the spinal canal without dislocation of one 
vertebra on another but accompanied with extensive 
fracture. 

For many years thereafter the occasional mention of 
damage to the disk had to do with rupture or tearing of 
the disk as part of a gross dislocation, or as the result 
of wounds, sepsis and the like. 

In 1896, Kocher * wrote a long and most scholarly 
article on the spine and spinal cord and in it gave many 
case histories. Case 1 is of particular interest. The 
man fell 100 feet, landing on his feet. He was able 
to walk, but complained of burning pain in the scrotum 
and penis and weakness of his legs. He died some 
hours later apparently from rupture of the jejunum. 
Autopsy showed that the first lumbar intervertebral 
disk had been shattered and squeezed out from between 
the vertebrae into the spinal canal. No mention is 
made of fracture or of the condition of the cauda 
equina. This is indeed a milestone in the history of 
the ruptured intervertebral disk. 


Board of Consultation, Massachusetts General Hospita 
From the Department of Neurosurgery, General Hos- 


, before the Section on Miscellaneous Topics, Session on History 
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In his “Surgery of the Brain and Spinal Cord,” 
Krause * reported a case of enchondroma of the verte- 
bral column compressing the cauda equina and operated 
on in 1907. This undoubtedly was a true enchondroma 
from the description and the drawing. However, in 
1909, he, with Oppenheim,’ reported another case 
which is of great importance to us. Their patient, a 
man, had had attacks of low back pain for years. 
Shortly before they saw him, he had been in a fight 
and his back had been injured. Pain in the back and 
left leg ensued followed by pain in the other leg 
and gradually increasing paralysis of both legs, bladder 
and rectum. At operation, a tumor was found and 
removed. It lay anterior to the anterior dura and 
apparently was opposite the second lumbar disk. The 
drawing in their article certainly suggests a ruptured 
disk. Microscopic examination of the specimen showed 
it to be composed of sparsely cellular cartilage without 
evidence of necrosis. 

In 1911, Middleton and Teacher® in England and 
Goldthwait * in this country reported cases of severe 
injury to the intervertebral disk with transverse lesions 
of the cauda equina. 

Middleton and Teacher’s case would seem to be, 
without question, one of rupture of an intervertebral 
disk. Their patient, a laboring man, was lifting a 
heavy metal plate. He felt a sudden sharp pain in his 
back accompanied with severe pain extending into both 
legs. Within a few hours, complete paralysis of both 
legs ensued. He died a few days later. At autopsy, 
a softening of and hemorrhage about the lumbar 
enlargement was found and, in addition, a mass of 


Fig 1.—Illustration from a monograph by Charles Bell (Thomas Tegg, 
London, 1824). The fragment (c) ow partly disk and partly bone 
from the adjacent vertebrae, may be noted. 


cartilage lying in the spinal canal. Apparently at the 
time of the autopsy, the character of this mass was not 
suspected and no careful exploration of the interverte- 


3. Krause, F.: Surgery of wd Brain and Spinal Cord, Based on 
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bral disks was carried out. I suspect that they did not 
realize that the mass was normal cartilage until later, 
when the specimen removed was subjected to careful 
pathologic examination. It is probable that the frag- 


ment came from the first or second lumbar disk. 


Goldthwait’s paper is of interest, as his patient was 
His 


operated on and the cauda equina explored. 
patient had sciatica 
and paraplegia after 
sacroiliac manipul- 
ation. At operation, 
the dura was opened 
and narrowing of 
the sac at the level 
of the fifth lumbar 
disk was noted. No 
exploration of the 
anterior epidural 
space was carried 
out. This case also 
would seem to be 
one of ruptured 
intervertebral disk, 
probably the fifth 
lumbar. 


During the next 
seventeen years, no 
mention is found of 
isolated injury of 
the intervertebral 
disk as described by 
Goldthwait and by Middleton and Teacher, but there 
are reports by Frazier,” Elsberg,* Stookey,® Ott and 
Adson *® and others, including myself,"' of “enchon- 
dromas” which are now known to have been ruptured 
disks and not true tumors. During the latter part of 
this period came the studies of Schmorl '* and others, 
and one began hearing of Schmorl’s nodules, though I 
am sure that few if any doctors thought of linking 
them with the enchondromas. I know I did not. 


Fig. 2.—Illustration from Oppenheim and 
Krause’s paper (copied from Deutsche med. 
Wehnschr. 35: 697, 1909). 


SCIATICA 


In this historical sketch a well known painful syn- 
drome, namely, sciatica, must now be considered. The 
textbooks of neurology and many articles by neurolo- 
gists and orthopedists testify to the importance of this 
common malady. Radiculitis, sepsis near or remote, 
malformations of the transverse processes or the facets, 
thickening of the ligamentum flavum, sacroiliac disease, 
tumors of various sorts and various other causes had 
been discussed, and many of these may cause sciatic 
pain. Up to 1929, however, little if any attention had 
been paid to lesions of the intervertebral disk and no 
one had considered the intervertebral disk to be impli- 
cated in any large percentage of the so-called idiopathic 
sciaticas. 
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D. Appleton & Company, 1918. 
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9. Stookey, B.: Compression of the Spinal Cord Due to Ventral Extra- 
dural Cervical Chondromas, Arch. Neurol. & Psychiat. 20: 275 (Aug.) 
1928. g 

10. Ott, W. O., and Adson, A. W.: The Diagnosis and Treatment of 
Tumors of the Spinal cond. Involving the Conus and Cauda Equina, New 
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In that year, 1929, Dandy *'* reported 2 cases of 
transverse lesions of the cauda equina caused by free 
fragments of intervertebral disk tissue in the spinal 
canal. In both, the preoperative diagnosis had been 


malignant disease on account of the rapid march of 
signs and symptoms. 


Two quotations from his paper 
are given to show 
the importance of 
it and to empha- 
size the clarity of 
Dr. Dandy’s rea- 
soning from the 
material pre- 
sented : 


The lesion is a 
completely detached 
fragment of cartilage 
from an interverte- 
bral (lumbar) disk 
and is surrounded by 
serum. It bulges 
dorsally into the 
spinal canal as a 
tumor and by com- 
pressing the roots of 
the cauda equina 
causes motor and 
of rectal and vesical 
The lesion is undoubtedly of traumatic origin. 


_ Fig. 3.—Illustration from 
showing the fragment in situ. 


Dandy’s paper, 
sensory paralysis, loss of reflexes and 
control. 


In his summary he stated: 


This lesion offers a pathologic basis for cases of “so-called 
sciatica,” especially bilateral sciatica. 


Dandy’s article did not attract the attention that it 
deserved. As one looks back, it is easy to see the 
reasons. His reported cases were but 2 in number; 
they were both cases of complete transverse lesions ; 
no attempt was made to correlate the lesions in these 
cases with the enchondromas, and not sufficient evi- 
cence was brought forward to prove the connection 
of the lesion he described with chronic unilateral 
sciatica. Nevertheless, 
one must remember that 
he was the first to report 
2 cases in which there 
was surgical treatment 
for rupture of the inter- 
vertebral disk and the 
first to postulate that 
such fragments might be 
a cause of sciatica. 

In 1930 and 1931, 
Alajouanine and Petit- 
Dutaillis and Crou- 
zon, Petit-Dutaillis and 
Christophe’ reported 
2 similar cases, calling 
the lesion a fibrocarti- 
laginous nodule. Bucy '* reported 1 case and collected 
15 other similar cases from the literature. He spoke 
of 3 or more cases reported to him by Peet** in a 


Fig. 4.—Illlustration 
paper. 


from Dandy’s 
The fragment after removal. 


13. Dandy, W. E.: Loose Cartilage from Intervertebral Disk Simulating 
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personal communication. 
case an enchondroma. 

There the matter stood. Neurosurgeons were show- 
ing definite interest in these lesions, but with con- 
siderable diversity of opinion as to the character of the 
pathologic process. It had been suggested that these 
lesions might be responsible for certain of the fulmi- 
nating cases of sciatica, particularly those in which 
transverse lesions developed. No one, to my knowl- 
edge, had endeavored to prove that the “enchondroma,” 
the “ecchondroma,” the “fibrocartilaginous nodule” or 
even the lesions in Dandy’s 2 cases of detached car- 
tilaginous fragments were related to the common com- 
plaint “chronic sciatica” as known to the orthopedist 
or the neurologist. 


Bucy called the lesion in his 


SURGICAL EXPERIENCES AND STUDIES 
On July 30, 1930, I operated on T. D. Dr. C. S. 
Kubik, at that time in charge of the Department of 
Neuropathology and now Neuropathologist and also 
Chief of Neurology at the Massachusetts General Hos- 
pital, made a remark which stayed in my memory, 


d the lower portion of the cauda equina to the rig 


vidently an enchondroma. It was incised and the 1 


DETAILED ACCOUNT OF OPERATION (TO BE FILLED IN BY HOUSE OFFICER) 


‘ative field 
lean or infected j a! 
ation in full 


removed piece-meal, allowing it to collapse and r+ 
we on the root. The wound was closed in layers w: 


yer drain outside the dura,and the patient was tra 


Fig. 5.—Unretouched sketch from the operation sheet in the Massa- 
chnatine General Hospital record of K. N., showing the mass of cartilage 
beneath the first sacral nerve root. 


though for a long time the seed so planted by Dr. 
Kubik did not germinate. The remark was: “I sup- 
pose we must call this lesion a tumor as you found a 
mass projecting into the spinal canal. The sections 
certainly look like normal cartilage.” Dr. Kubik, in 
his formal report, stated that it was fibrous and hyaline 
cartilage and that, considering the location and the 
histologic appearance, the tumor was probably enchon- 
droma. By this time, I had come to recognize the 
characteristic appearance of these curious “enchon- 
dromas” and to differentiate them from the frank 
enchondromas of bone. The former were hard small 
masses, which when incised extruded a mass of tissue 
looking for all the world like crumpled paper, while the 
latter were larger and softer and on section had a 
homogeneous almost translucent appearance. 

In June 1932, a patient, K. N., was admitted to the 
Massachusetts General Hospital. He was_ recom- 
mended. to the hospital by Dr. Frank Ober with the 
request that his case be studied by Dr. J. S. Barr 
and myself. 


a 
Z 
} 
a 
é 
| 
eel 


Votume 140 
3 


K. N. had been hurt in a skiing accident, and the 
history and observations were what are now known to 
be classic for ruptured interverfebral disk. Results of 
the roentgen examination were inconclusive, and exami- 
nation with iodized oil as then carried out did not 
reveal any abnormalities. [Examination of the spinal 
fluid revealed no evidence of dynamic block, but the 
total protein was 108 mg. per hundred cubic centi- 
meters. In view of the fact that he was totally incapaci- 
tated and in pain, operation was advised. 

The preoperative diagnosis was tumor of the cauda 
equina. After exploration of the whole lower cauda 
equina, a small mass was found pressing backward 
against the first sacral nerve root and arising from the 
fifth lumbar disk. The operative notes stated that the 
nodule was evidently an enchondroma. It was incised 
and the rolled up cartilage removed piecemeal, allow- 
ing it to collapse and relieving all pressure on the root. 

Dr. Kubik’s diagnosis was enchondroma. Figure 5 
is an unretouched photograph of my drawing on the 
operation sheet of K. N.’s record. 

Dr. Barr had been much interested in K. N. He 
had been struck by the fact that this patient had a dual 
syndrome, namely, some derangement of the low part 
of the back and accompanying sciatica. He was present 
at the operation. After the operation, either the same 
day or the next, Dr. Barr and I met in the corridor of 
the old Bulfinch Building and stopped to discuss the 
case. He stated that K. N.’s symptoms had followed 
an injury, and therefore the diagnosis of tumor was 
unsound. We recalled the fact that Dr. Kubik had 
stated that the microscopic sections in a similar case 
appeared to be normal cartilage, and Dr. Barr sug- 
gested that the lesion found in K. N.’s spine might be 
a Schmorl nodule. Dr. Barr examined the slides and 
was struck with the lack of cellular material in the 
specimen. He obtained some material from normal 
disks, had sections prepared and compared them with 
the specimen from K. N. The two tissues seemed to 
him and to Dr. Kubik to be identical, thus confirming 
the idea that the lesion was not a neoplasm. 

Our first step was to review the pathologic specimens 
of all the patients with “enchondroma” of the spine 
operated on at the Massachusetts General Hospital. 
We found that, of these, six of the lesions were 
undoubted enchondromas or were unclassified and the 
remaining ten proved to be normal cartilage. This 
made us certain that we were dealing with a con- 
siderable group of lesions previously described as neo- 
plasm, but undoubtedly of traumatic origin. These 
observations increased our interest. Therefore, we 
began reviewing the records of these cases for clinical 
evidence keeping in mind particularly the dual syn- 
drome of low back derangement and sciatica in those 
cases in which the lesion was in the lumbar region. 
We were beginning to recognize the importance of the 
lesion. Desiring to confirm our conclusions, we delayed 
publication until we had further evidence. 

During the next eight months, we found and oper- 
ated on 7 patients, mostly by investigating the cases 
of chronic sciatica being followed in the Orthopedic 
Out-Patient Department of the Massachusetts General 
Hospital. On Dec. 19, 1932, six months after the 
operation on K. N., I operated on L. C., with a pre- 
operative diagnosis of ruptured intervertebral disk, and 
found the lesion. In 1933, we felt that we had sufficient 
material to warrant publication. Our first paper was 
read before the New England Surgical Society on 
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Sept. 30, 1933. This paper was published in the 
New England Journal of Medicine, but not until Aug 2, 
1934.'° Dr. Barr previously had read a paper, in the 
spring of 1933, before the Peter Bent Brigham Hos- 
pital Alumni Reunion, but this report received such an 
indifferent reception that it was not published. 

After the reading of our paper and before its publi- 
cation, Mauric’s'* monograph on the intervertebral 
disk came to our attention. His conclusions, based in 
the main on an exhaustive and critical study of the 
literature, were similar to those of Barr and myself. 

It was some time before resistance to this new 
explanation of the cause of sciatica quieted down. I 
can well remember asking permission of the Surgical 
Executive Committee of the Massachusetts General 
Hospital to give a clinical demonstration of our material 
at the meeting of the Massachusetts Medical Society. 
Permission was refused on the ground that the subject 
was far too controversial to be given a place in such 
a meeting. The lesion was difficult to demonstrate to 
a group, and I finally found that the best way to con- 
vince a skeptic was to have him scrub with me and 
see and feel the protruded fragment for himself before 
it was removed. Dr. James Love of the Mayo Clinic 
spent several days with us and then returned to 
Rochester to comb their cases of unexplained sciatica 
as we had combed our outpatient department. His 
series, I suppose, is today larger than that of any other 
single operator. 

The problem of rupture of the cervical disk is per- 
haps more difficult than that of the lumbar disk. It was 
a natural sequence that brachial neuralgia should come 
under suspicion as soon as rupture of the lumbar disk 
was proved, particularly as the larger percentage of the 
“enchondromas” reported in the earlier literature were 
in the cervical region. 

COMMENT 


Such is the early story of our share, at the Massa- 
chusetts General Hospital, in the development of surgi- 
cal treatment of the intervertebral disk. I shall not 
attempt to carry it beyond the reading of our paper 
in September 1933. The work goes on, as there are 
many problems that need further study. One thing is 
sure. Now that we are looking for this lesion, we find 
that sciatica and brachial neuritis are common com- 
plaints. Barr and I reported 19 cases in 1933. Today 
such cases are being reported in hundreds and even 
in thousands, and from these great groups of cases we 
should learn much. 

In retrospect, it can be seen that the syndrome of the 
ruptured intervertebral disk lay for many years like the 
scattered pieces of a picture puzzle. All the pieces 
were there in the literature and, more importantly for 
us, in the cases in our own clinic at the Massachusetts 
General Hospital. Yet Dr. Barr and I might never 
have completed this picture had we not met that day 
to discuss at length the case of K. N. in the corridor of 
the old Bulfinch Building. 

Dr. Barr and I both feel that every credit should be 
given to the long list of surgeons who faithfully 
reported their cases of “enchondromas,” to those who 
reported the few cases recognized as rupture of the 
disk, to Schmorl and his co-workers for the discovery 
of Schmorl’s nodules and especially to Dr. Walter 
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Dandy, who was the first, I believe, to hazard the guess, 
from the 2 cases which he reported, that this lesion 
might be responsible for sciatica. 


SUMM‘ARY 


I should like to close leaving this thought: No dis- 
covery is ever made by one man or group of men. Had 
it not been for the reports of the various workers in 
neurosurgery, in pathology, in neurology and in ortho- 
pedics, the focusing of attention on rupture of the 
intervertebral disk and its importance as a clinical 
entity would have been impossible. 


ABSTRACT OF DISCUSSION 


Dr. Puitie Lewin, Chicago: Many men have been nibbling 
at this problem, but they did not know what they were nibbling 
at. Dr. Mixter, Dr. Barr and Dr. Kubik deserve the greatest 
credit for combining all the links, Further study, observation 
and collaboration between the neurosurgeon and the orthopedic 
surgeon, who will teach the general practitioner, will help 
to clarify the problem of the intervertebral disk. Patients who 
really have it will be given early treatment. If the conservative 
treatment fails, then the surgical treatment should be given. 
There will not be so many recurrences or so many sciatic 
cripples. 


COMBINED (ONE STAGE) SPLENECTOMY 
AND PORTACAVAL SHUNTS IN 
PORTAL HYPERTENSION 


With Observations on Venous Shunts in the Postsplenectomy 
Patient with Recurring Hemorrhage 


LOUIS M. ROUSSELOT, M.D. 
New York 


It is now over fifty years since Guido Banti made his 
memorable declaration’ on the etiologic, pathologic 
and clinical features of the “disease” which bears his 
name. For many years, no serious challenge of his 
theories was advanced. 

Not until well after the turn of the century did 
occasional reports appear showing that a variety of 
unrelated pathologic lesions, all located in the portal 
venous bed, could produce the clinical picture described 
by Warthin.* In 1936, the initial report from the Spleen 
Clinic of the Presbyterian Hospital presented and sup- 
ported a hypothesis at variance with the older, and 
then widely accepted, concept.’ This hypothesis has 
been reiterated in numerous communications.* 

Continued experience has fortified the original posi- 
tion with a cumulative mass of supporting evidence. 
This material includes both clinical observations with 
long term follow-ups and postmortem confirmation of 
certain earlier cases in which, at the first reporting, 


From the Department of Surgery, Presbyterian Hospital, New York. 

Read before the Section on Surgery, General and Abdominal, at the 
Ninety-Seventh Annual Session of the American Medical Association, Chi- 
cago, June 23, 1948. 


1. Banti, G.: La splénomégalia con cirrosi del fegato, Sperimentale, 
Firenze (Com. e riv.) 48: 447-452, 1894. Splenomegalie mit 
cirrhose, Beitr. z. path. Anat. 24:21, 1898. 


2. Warthin, A. S.: The Relationship of Thrombophlebitis of the Portal 
and Splenic Veins to Splenic Anemia and Banti’s Disease, Internat. Clin. 
4:189, 1910. Wallgren, A.: Contribution é@ l’enfance, Acta Paediat. 
(supp) @: 122, 1927. Larrabee, R. C.: Congestive Splenomegaly and Its 
Relation to Banti’s Disease, Am. J. M. Se. 188: 745, 1934. 

3. Rousselot, L. M.: The Role of Congestive (Portal Hypertension) 
in So-Called Banti’s Syndrome, J. A. M. A. 107: 1788 (Nov. 28) 1936. 

4. (a) Rousselot, L. M.: The Late Phase of Congestive Splenomegaly 
With Hematemesis but Without Cirrhosis of the Liver, Surgery 8: 34, 
1940. (b) Whipple, A. O.: The Problem of Portal Hypertension in 
Relation to the Hepatosplenopathies, Ann. Surg. 122: 449, 1945. 


SPLENECTOMY AND PORTACAVAL SHUNTS—ROUSSELOT 


A. M. A. 
ay 21, 1949 


there was little knowledge of the primary lesion. The 
present understanding of the pathogenesis of Banti’s 
syndrome is that it is the result of mechanical obstruc- 
tion to the flow of blood within the portal bed. 1 
believe that a state of “portal hypertension” is a con- 
comitant in all cases of portal bed block. Ever since 
the original report of Thompson and Caughey ® it 
has been my practice to take manometric readings of 
the portal pressure at operation in all cases of sus- 
pected Banti’s syndrome. In true congestive spleno- 
megaly, readings are regularly found above 250 min. of 
water, and levels above 400 mm. are not rare. 


THE OBSTRUCTIVE FACTOR 


As mentioned earlier, I believe that in congestive 
splenomegaly, the obstruction and portal hypertension 
may be produced by a variety of obstructive factors. 
This obstruction may be either intrahepatic or extra- 
hepatic. The following outline summarizes my experi- 
ence proved either at operation or at autopsy. 


I. Intrahepatic 
A. Cirrhosis of the liver 
1. Laennec’s cirrhosis 
2. Schistosomiasis 
3. Biliary cirrhosis 
4. Infectious hepatitis 


II. Extrahepatic 
A. Stenosis of vein 
1. Congenital 
2. Acquired 
(a) Phlebosclerosis 


B. Compression of vein 
1. Inflammatory cicatrix (following pancreatitis, 
cholangeitis, etc.) 
2. Pancreatic cyst 
3. Tumor 
4. Aneurysm of splenic artery 


C. Thrombosis of vein 
1. Inflammatory 
2. Traumatic 


D. Cavernomatous transformation of vein 


Obviously, cirrhosis of the liver does not produce 
portal hypertension in all cases. In fact, in only a 
relatively small percentage of cases of cirrhosis of the 
liver, probably not over 20 per cent, associated con- 
gestive splenomegaly develops. 


DIAGNOSIS 


A searching discussion of the diagnostic criteria 
in this disease is not within the scope of this paper. 
The classic picture of splenomegaly with anemia, 
leukopenia and thrombopenia and a_ history of 
hematemesis with esophageal varices proved roent- 
genographically requires no great clinical acumen for 
the establishment of a diagnosis. If, in addition, tests 
of hepatic function indicate the presence of hepatic 
disease, then the diagnostic problem is further simpli- 
fied. The most frequent errors in diagnosis, pre- 
operatively, occur in patients without cirrhosis or 
without evidence of hemorrhage. The nonspecific blood 


5. Thompson, W. B.; Caughey, J. L.; Whipple, A. O., and Rousselot 
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picture may be reproduced in leukemia, Gaucher's dis- 
ease, hypersplenism, giant lymph follicle hyperplasia, 
lymphoblastoma and kala-azar. Bone marrow biopsy 
may often serve to differentiate some of the foregoing 
diseases, but its results are not infallible. 

Prior to operation, besides complete hematologic 
studies, marrow or node biopsy and estimates of hepatic 
function and renal function should be made. Roent- 
genograms often demonstrate the presence and extent 
of esophageal varices. 


SURGICAL TREATMENT OF PORTAL HYPERTENSION 

The ultimate prognosis and selection of the type of 
surgical therapy in any given case of portal hyper- 
tension will depend on the following factors: (1) the 
nature of the obstructive factor, (2) its location, (3) 
the degree of portal hypertension and (4) the efficiency 
of collateral circulation. 

Patients with an intrahepatic block, that is the cir- 
rhotic patients, require the greatest exercise of judg- 
ment in timing, before operation is contemplated. 
When first seen, these patients may be greatly depleted 
because of varying grades of hepatic decompensation. 
Recurring gastrointestinal bleeding and ascites may 
further lower their vital protein stores. A prolonged 
medical regimen of a high protein, high carbohydrate 
and low fat diet with vitamin supplements and trans- 
fusions, may be necessary before the patient can be 
accepted as even a reasonable surgical risk. 

In the noncirrhotic patients, the anemia associated 
with the congestive splenomegaly, or from preceding 
hematemeses, usually requires preoperative transfusion. 

It is my firm conviction that splenectomy should 
always form the basic part of every surgical procedure, 
i. e., splenectomy with or without portacaval shunt 
rather than portacaval shunt alone without splenectomy. 
Most clinicians experienced in this field believe that 
the spleen in congestive splenomegaly exercises an 
inhibitory effect on blood formation. After sple- 
nectomy alone, there is usually a prompt rise of the 
granulocytes and thrombocytes to normal or well above 
normal levels. The erythrocytic rise is a slower process. 
Furthermore, the greatly enlarged spleen is a reservoir 
for a considerable volume of blood. The ease and 
rapidity of contractility of the spleen has been noted 
by many physiologists and clinicians. As the enlarged 
spleen in this disease probably carries some 40 per cent 
of total portal blood flow, its removal minimizes the 
inevitable sudden thrust of a large volume of blood on 
the already overburdened esophageal varices. 


With a block in the splenic vein close to the hilum 
of the spleen, due to a thrombotic process or occlusion 
from pancreatitis or a pancreatic cyst, splenectomy 
alone will suffice, and a recurrence of hematemesis will 
be rare. When the block is at any point in the portal 
bed closer to the liver (that is, from the entry of the 
inferior mesenteric vein to the liver itself), a more 
radical operation must be considered. It is in this type 
of case with recurring gastrointestinal bleeding that 
combined splenectomy and portacaval shunt in one 
operation should be seriously considered. Experience 
has shown that in cases with hematemesis, in which 
the block is proximal to the inferior mesenteric vein, 
bleeding will invariably recur if splenectomy alone is 
done, and the eventual rate of mortality will approach 
100 per cent. 
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In attempting to do shunts in the postsplenectomy 
case with recurring bleeding I usually found the splenic 
vein obliterated and unusable for anastomosis; hence 
my desire to effect a combined splenectomy and porta- 
caval shunt as a one stage procedure. 

The surgical treatment in this group of cases has 
been done entirely by three surgeons in the clinic at 
the Presbyterian Hospital, Dr. Allen O. Whipple, Dr. 
A. H. Blakemore and me. During the war years, 
Dr. Whipple and Dr. Blakemore operated in the cases 
herein reported and lately Dr. Blakemore and I. 
Dr. Whipple’s and my earlier efforts to anastomose 
smaller branches of the mesenteric veins to smaller 
radicles of the caval system uniformly failed. Other 
reports reveal similar negative results.° The size of 
the vessels used made the operation technically difficult, 
and, as this was before the use of anticoagulants, occlu- 
sion of the anastomosis regularly occurred. 


Liver 
Portal V. 


Splenic 


L. renal V 


Inf VC. 


Fig. 1.—Schematic view of portal circulation. 


Blakemore early adopted his vitallium tube technic ’ 
in an attempt to solve this problem. Most of my earlier 
cases were treated utilizing the endothelial lined tube. 
Some of these have an excellent follow-up record. 

Practically all the cases handled in the past two years 
have been by the suture method with preservation of 
the kidney and the use of the larger veins in the portal 
bed. At the present time, the choice of portacaval 
shunts may be essentially divided into two main forms, 
i. e., either the splenorenal shunts or the portal vein 
to inferior vena cava anastomosis. The splenorenal 
diversion is used in most of the cases with an extra- 
hepatic block. The lesion in these cases is predomi- 
nantly in the portal vein, thus precluding the possibility 
of the Eck fistula. The Eck fistula, if used at all,” 
should be reserved principally in patients with cir- 


6. Gunn, K. E. L. G.: Congenital Cystic Kidneys, Tr. Roy. Acad. M. 
Ireland 8:12, 1911. Meursing, F.: Over een zeldsame anastomose 


tusschen de vena portal en de vena cava, Nederl, tijdschr. v. geneesk. 
2: 1678, 1912. 

7. Blakemore, A. H., 
Tubes in Establishing 
Surg. 122: 476, 1945. 

7a. Blakemore, A. H. : Indications for Porta-Caval Anastomosis, Surg., 
Gynec. & Obst. 84: 645, 1947. 
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rhosis. In figure 2 some of these procedures are 
schematically shown. Anatomic variations may dictate 
the use of other alternatives. Such substitutes are also 
illustrated. The following outline is a résumé of all 
the various combinations of operations utilized in this 
series of cases. 
I. Splenectomy, left nephrectomy; splenic vein to left renal 
vein 
(a) end to end, vitallium tube 
(b) end to end, by suture 


II. Splenectomy, no nephrectomy; splenic vein to left renal 
vein, end to side, by suture 


III. No splenectomy (Eck fistula); portal vein to inferior 
vena cava 
(a) end to side, vitallium tube 
(b) end to side, by suture 


Splenic V 
(obliterated stump) 


Renal V 


Fig. 2.—Illustrations of types of porta-caval shunts used in this group of cases. 


to inferior vena cava; end to side (Eck fistula). 


to side. E, superior mesenteric vein to inferior vena cava; end to side. 


IV. Postsplenectomy 

(a) Superior mesenteric vein to inferior vena cava, end 
to side, by suture 

(b) Inferior mesenteric vein to left renal vein, end to 
side, by suture 

(c) Splenic vein to inferior vena cava, end to side, by 
suture 

(d) Inferior mesenteric vein to inferior vena cava, end 
to side, by suture 
1. Splenic vein to left renal vein, end to end, by tube 
2. Inferior mesenteric to left renal vein, end to end, 


by suture (double shunt at bifurcation of left renal 
vein) 


Five patients with portal hypertension with previous 
splenectomy have been operated on. All these had 
recurring gastrointestinal bleeding for as long as ten 
years following their initial splenectomy. As men- 
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C, splenic vein to inferior vena cava; end to side. 
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tioned previously, the mortality rate in these post- 
splenectomy bleeders will approach 100 per cent. Many 
of these cases are due to extrahepatic blocks, and death 
will inevitably follow intractable bleeding. The patients 
do not die from hepatic insufficiency, as cirrhosis is not 
a part of the pathologic picture. 


RESULTS 


The initial and late results are briefly shown in 
tables 1 and 2. The hospital mortality rate in the cases 
of cirrhosis of the liver was 21.4 per cent, and the 
immediate cause of death is likewise listed in the accom- 
panying tables. In the noncirrhotic group (albeit a 
smaller number of cases) the hospital mortality rate was 
12.5 per cent. 

The long term follow-up figures for the two groups 
are compared in table 2, and again the cirrhotic patients 


Pancreas 
S 


A, splenic vein to left renal vein; end to side. B, portal vein 


D, inferior mescnteric vein to left renal vein; end 


show a slightly higher death rate. As the total number 
of cases is so small, one would be foolhardy to read 
too much into these figures. However, I believe that 
it is reasonable to predict that for some time to come 
the patients with cirrhosis will prove to be poorer 
risks in the immediate postoperative period and later 
on, with the ever present threat of hepatic decom- 
pensation. 

Conversely, it is my opinion that those patients with 
an extrahepatic block will give more encouraging 
results over a similar period. 

Table 3 presents a brief analysis of the late follow-up 
with reference to persistence of bleeding. In the cases 
listed as “successful” there was no recurrence of bleed- 
ing for the period of time listed; in the “mederately 
successful” cases there was less severe bleeding at 
longer intervals than before the shunt; in the “unsuc- 
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cessful” cases, although the patient was still alive, 
there continued to be recurrent bleeding of the same 
severity as before operation. 

Five patients in this series had had previous splenec- 
tomy but continued to bleed. All of these had shunts 
of the types shown in the outline. Four of these had 
an extrahepatic block, and one had cirrhosis of the 
liver. At the time of writing the cirrhotic patient had 


TABLE 1. Analysis of Hospital Mortality in Combined 
Splenectomy and Venous Shunt 


No. of pital 


Cases Death age Cause of Death 
Intrahepatic obstructive 42 9 21.4 3 
factor (cirrhosis) Cerebral 1 


2 

Shock (intraperitoneal 
hemorrhage)............ 

Gastrointestinal hemor- 


Extrahepatic obstructive 16 2 12.5 Cerebral accident......... 1 
factor (norma! liver) Mesenterie thrombosis 


Total - &8 ll 18.9 


TABLE 2.—Early and Late Mortality Following Portacaval 
Shunts in Portal Hypertension 


Hos- 
pital Late Late Total 
Mor- Mor- Late Mor- Mor- 
tality tality Mor- tality tality 
Hos- (Per- from tality, (Per- (Per 
Total pital  cent- Dis- Other cent- cent- 
Cases Death age) ease Cause age) age) 
Intrahepatie obstruc 
tive tactor (cir- 
42 9 21.4 7 1 16.6 38.0 
Extrahepatic obstruc- 
tive factor (normal 
16 2 12.5 2 0 12.5 25.0 


TABLE 3.—Late Results in Surviving Group 


Patients with 
Normal Liver 


Cirrhotie Patients (Extrahepatic Block) 
Period Fol- Period Fol- 
Results No. Cases lowed,Mo. No. Cases lowed, Mo 
15 ltol2 2 ltol2 
2 13 to 24 6 13 to 24 
1 25 
Moderately successful... 1 24 1 3 
1 20 
Unsuccessful,............ 1 15 1 12 
2 86 1 28 
1 43 


been free of bleeding for nine months, one of the non- 
cirrhotic patients had an episode of bleeding while still 
in the hospital, but had subsequently been free of bleed- 
ing for eighteen months. Linton recently presented a 
series of 4 cases with shunt procedures.* Three of the 
patients had had previous splenectomy. This report 
emphasized the technical difficulties in attempting 
shunts in the postsplenectomy patient. I am in com- 
plete accord with this author’s statement, . a sur- 
geon should not do a splenectomy in a case of portal 


8. Linton, R. R.: Porta-Caval Shunts in the Treatment of Portal 
Hypertension, New England J. Med. 238: 723, 1948. 
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hypertension unless he is prepared to do a splenorenal 
anastomosis at the same operation, since this may be 
the only opportunity to construct a satisfactory shunt.” 


SUMMARY 


The historical development of the modern concept of 
portal hypertension is reviewed. Reference is made to 
the importance of the obstructive factor and its site and 
nature. 


Various surgeons in this country are attempting to 
solve the problem of continued gastrointestinal bleeding 
in this disease by means of portacaval shunts. 

The experience of the Spleen Clinic of the Columbia- 
Presbyterian Hospital in 58 cases is presented. Although 
I realize it will take more years of continued effort and 
pooling of data by all those interested in this problem, 
I am encouraged with results to date and plan to con- 
tinue the operation of combined (one stage) splenec- 
tomy and portacaval shunt. 


My experience is in accord with that of Linton—a 
surgeon should not attempt splenectomy in a case of 
portal hypertension without being prepared to do a 
portacaval shunt. The initial operation usually offers 
the golden opportunity. 


ABSTRACT OF DISCUSSION 


Dr. Ropert R. Linton, Brookline, Mass.: I would like to 
congratulate Dr. Rousselot on his excellent presentation of 
this subject and to acknowledge the important role he has 
played along with Dr. Whipple and Dr. Blakemore toward 
the development of it. An analysis of 108 cases of cirrhosis 
of the liver seen in the Massachusetts General Hospital from 
1934 to 1945 revealed that 41 patients, or 38 per cent, died 
of hematemesis; and in the same period 20 patients with 
Banti’s disease were seen, and 5, or 25 per cent, died from 
the same cause. It is the opinion at the Massachusetts General 
Hospital that the majority of these patients should be treated 
by splenectomy and end to side splenorenal shunt with preser- 
vation of the kidney. My co-workers and I recommend the 
left thoracoabdominal incision with resection of the ninth or 
tenth rib and partial division of the diaphragm. The results 
in the extrahepatic block, the so-called Banti’s syndrome, 
have been better than in the group of cirrhosis, or the intra- 
hepatic block. We have employed surgical treatment in 10 
cases of the extrahepatic type, 6 male and 4 female patients, 
the ages ranging from 4 to 65 with a mean age of 27.7 years. 
The mortality rate in the Banti’s group has been zero. The 
results in cases of the intrahepatic type have not been so 
good; there was a higher mortality rate. This we believe 
is because the patients have been much more critically ill, 
some of whom probably never should have been operated on. 
There were 15 in this group, 9 male and 6 female patients, 
ranging from 26 to 60 years of age with a mean age of 
45 years. Eleven patients had splenectomy and _ splenorenal 
shunts with preservation of the kidney with a mortality rate 
of 28 per cent. The ones who have lived have not bled for 
periods of twelve to twenty-four months since the operation. 
Since January 1948, 9 patients with the intrahepatic type of 
block have been operated on and 8 have survived. I have 
two words of caution. First, this is not an easy type of opera- 
tion. Second, as Dr. Rousselot has already stated, the surgeon 
should not do a splenectomy in a case of portal hypertension, 
especially in the Banti’s group, unless he is prepared to do 
a splenorenal anastomosis at the same operation, since this 
may be the only opportunity to construct a satisfactory shunt. 

Dr. Paut RAVENNA, Chicago: I wish to comment on the 
The idea that passive 
congestion alone is responsible for the splenomegaly is based 
on the fact that an obstacle to the venous flow of splenic 
blood is found in many cases. It overlooks the fact that 
sometimes such an obstruction is not found, either at the time 
of operation or at autopsy, though carefully searched for. In 
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some cases, therefore, an obstruction is not present. One must 
agree then that an obstacle is not necessary in the develop- 
ment of the Banti syndrome. Furthermore, some cases of 
fibrocongestive splenomegaly have been described in which a 
congenital anomalous vein provided a large wide open shunt 
between the splenic vein and the left renal vein. These are 
additional cases in which the splenomegaly could not be due 
to passive congestion. It is my feeling, therefore, that the 
mechanical obstruction may be complication, but is not the 
prime cause of the splenomegaly, and that one must recognize 
that the spleen is the organ primarily involved. I do not deny 
that mechanical obstruction may be of great importance—and 
of surgical importance—in cases of Banti syndrome, but I feel 
that it should be considered a complication and not the one 
primary factor. 


Dr. Louis M. Roussetotr: I greatly appreciate the pro- 
vocative aspects of the remarks of both of my discussers, 
particularly Dr. Ravenna’s. The problem of the discovery of 
a mechanical block has naturally been one that has interested 
my co-workers and me from the start of our studies. All 
that I can say in answer to Dr. Ravenna is that our evidence 
has been piling up over a period of years. We have yet to 
find a case, of the few that have come to autopsy, in which 
an obstruction was presupposed, in which we have not been 
able to prove its presence. It is only by a long range study 
that this question of causation can be finally answered; but 
with cumulative evidence one is certainly heartened and reas- 
sured. I am in complete accord with Dr. Linton’s comments. 


Council on Physical Medicine 
and Rehabilitation 


The Council on Physical Medicine has authorised publication 
of the following article. | Howarp A. Carter, Secretary. 


REHABILITATION 


HOWARD A. RUSK, M.D. 
New York 


To the physician the term “rehabilitation” has long 
connoted “the restoration of the handicapped to the 
fullest physical, mental, social, vocational and economic 
usefulness of which they are capable.” In general usage, 
however, the term itself, during the past few years, 
has lost much of its significance, for it has been used 
to describe everything from correctional programs in 
modern penal institutions to the social and economic 
rebuilding of war devastated countries. With the devel- 
oping emphasis placed on the processes of restoring 
handicapped workers, a new term has arisen which 
describes such processes more aptly and with more 
virility. That term is “the third phase of medical care.’ 

The modern concept of this third phase of medicine, 
which takes the patient from the bed to the job, springs 
both directly and indirectly from the war. The rehabili- 
tation programs of the military services and the 
Veterans Administration demonstrated that planned, 
integrated programs of convalescent care stressing activ- 
ity as an adjunct to definitive treatment could reduce the 
period of hospitalization, offset the deconditioning phe- 
nomena of bed rest and prevent the harmful psychologic 
sequelae which often result from extended hospitaliza- 
tion. The technics of physical rehabilitation and 
retraining for the severely handicapped developed by 
the military services also have profound implications 
for the even larger number of our civilian population 
who are disabled. 


Dr. Rusk is Professor and Chairman, Department of Rehabilitation 
and Physical Medicine, New York University College of Medicine. 
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HIRING THE HANDICAPPED 


Indirectly, the war also created interest in the third 
phase of medical care, for, because of the wartime 
man power shortage, many disabled civilians for the 
first time had an opportunity to take their place on 
production lines and to demonstrate that, with proper 
selective placement, they were efficient, reliable, safe 
employees. Prior to the war, many employers refused 
to hire handicapped workers on the grounds that they 
were more accident prone than the able-bodied. The 
industrial accident rate of eighty-seven of the great 
industrial plants in America, each having from to 
12,000 handicapped employees, has proved that concept 
fallacious. Studies of their experience show that 56 
per cent found the accident rate of the handicapped 
lower than that of the able-bodied; 42 per cent found 
the rate the same as for the able-bodied, and only 2 per 
cent found it to be higher. 

The Bureau of Labor Statistics of the Department 
of Labor has recently completed an exhaustive study 
of the work performance of 11,000 impaired and 18,000 
matched unimpaired workers subjected to the same job 
incentives and exposed to the same job hazards. The 
data taken from industry’s own record show conclu- 
sively that the physically impaired person is not neces- 
sarily a handicapped worker if given reasonable job 
placement consideration. The two groups had identical 
frequency rates of nondisabling injuries, and the average 
rates of absenteeism showed no significant difference. 
The impaired workers, however, produced at a slightly 
better rate and had relatively fewer disabling work 
injuries than did unimpaired workers on the same 
jobs. No matter how different these physically impaired 
workers may have been in other respects, on the job 
they were just another group of workers able to meet 
their unimpaired fellow workers on an equal competi- 
tive footing. 

It is well recognized that the compensatory laws of 
nature make adjustments in the abilities of the handi- 
capped worker. We know that the loss of one sense 
leads to the sharpening of the other senses; that men 
with no legs develop more capable hands; that men 
without vision develop their sense of touch to the high- 
est degree. Such compensatory abilities are not auto- 
matic ; they come only through experience and training. 
To be of maximum vocational value, their development 
must be under skilled guidance. 


ADVANCES IN REHABILITATION 


Immediately following World War I, as today, there 
was a developing interest in increasing rehabilitation 
opportunities for the disabled. Unfortunately, this inter- 
est died in many quarters in the years between the 
wars. From it, however, did come some pioneer insti- 
tutions and some needed legislation, such as the Federal 
Vocational Rehabilitation Act of 1920. The failure of 
the movement to gain sufficient stature to become an 
accepted part of medicine can be attributed to the fact 
that it was restricted largely to guidance, trade training 
and the purely vocational aspects of rehabilitation. Few 
provisions were made for physical restoration or reduc- 
ing the physical disabilities of the trainees. When the 
physical condition became static, a program of voca- 
tional rehabilitation was planned, “training around” the 
disability rather than attempting to reduce or eliminate 
it through medical procedures. In many instances a 
comparatively large expenditure of time and money was 
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necessary for vocational rehabilitation when, by the 
expenditure of a few weeks and a modest sum, the 
physical limitations could have been substantially 
reduced with an automatic increase in employment 
potentials. Such restrictions made it impossible for 
the state vocational rehabilitation programs operating 
under the Federal Office of Vocational Rehabilitation 
to give adequate service to their clients. Such failure 
is shown by the fact that, until the basic philosophy of 
this program was changed by the Barden LaFollette 
Act of 1943, in twenty-three years only 210,000 persons 
were rehabilitated, although over 1,000,000 persons 
were in need of such aid at any given time during that 
period.” 

Although the underlying philosophy of the third 
phase of medical care is based on logic and common 
sense, basic and clinical research in medical rehabili- 
tation has been minimal until the past few years. 
Studies done in the military services, the inquiries of 
Barr * and others into the deconditioning phe- 
nomena of bed rest, the numerous reports of Powers,° 
Whipple,’ Dock,’ Menninger, Ghormley and others 
on bed rest as it affects their particular specialties are 
indicative of an increasing mass of scientific data on 
which such concepts are based. This evidence has been 
reinforced by the studies of successful experience with 
the impaired worker in industry, the economic values 
of rehabilitation as shown by the Office of Vocational 
Rehabilitation and the success of the Veterans Admin- 
istration Medical Rehabilitation Program. 


REHABILITATION IN THE VETERANS 
ADMINISTRATION 


There was, at the war’s end, some skepticism of 
the value of medical rehabilitation in the Veterans 
Administration hospitals for veterans of World War I 
and those of the Regular Army who suffered from 
chronic illness and long-standing disabilities. Some 
physicians feared that young veterans of World War II 
would soon lose ambition, initiative and a desire for 
personal independence through association with older 
veterans who had developed “hospitalitis” as a result 
of boredom, frustration and hopelessness. In the vet- 
erans’ hospitals where comprehensive, dynamic rehabili- 
tation programs are now in operation, the results have 
been not only revealing but encouraging. 

Typical of the results obtained in the Physical Medi- 
cine Rehabilitation program of the Veterans Adminis- 
tration is a study of 130 patients with chronic neurologic 
disease in one hospital, all but 2 of whom were World 
War I veterans, and many of whom had not been out 
of bed in ten years.'° After nine months of physical 
medicine rehabilitation, 25 had left the hospital and 
were employed ; 40 others had been discharged to their 
homes capable of light work, and, of those remaining, 
30 were ambulatory and undergoing advanced rehabili- 
tation and 25 were capable of some self care. All but 
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10 of the group had shown worth while permanent 
improvement. With a five year expectancy of these 
patients and a per patient day hospitalization cost of 
over $12, rehabilitation of this one group has saved 
the government, and eventually the taxpayer, over 
$1,125,000. It would seem logical that a similar pro- 
gram for the civilian chronically ill would result in 
comparable savings. 


In another study at the Veterans Administration 
Hospital at Manhattan Beach in Brooklyn, through 
rehabilitation, 74 of a group of 126 patients suffering 
from such diseases as arthritis, multiple sclerosis, 
paralysis and Berger’s, Parkinson’s and heart disease 
have been discharged from the hospital and are now 
at home taking care of themselves."' All but 13 of the 
original 126 patients have recovered all or part of their 
ability for self care. At the beginning of this program, 
83 of these veterans were “completely hopeless,” but 
49 in that group have been rehabilitated to the point 


_of complete independence, and the remainder are capa- 


ble of self care. 


The experience of the Federal Office of Vocational 
Rehabilitation has also shown how rehabilitation pays 
off economically. During 1944, 43,997 persons under- 
went rehabilitation under the joint federal-state voca- 
tional rehabilitation programs. Of this group, 22 had 
never held jobs, and 90 per cent were not employed 
at the time they started their rehabilitation. Their 
average annual wage after rehabilitation was $1,768, 
as compared with $148 before. The cost of their 
rehabilitation was but $293 per case, a single rather 
than annually recurring expenditure.’ 

These spectacular results are not attributable to the 
short labor market of the war. The approximately 
44,000 persons rehabilitated in 1947 are now earning 
at a rate exceeding $70,000,000 a year, and this year 
they will pay over $5,000,000 back to the federal 
government in federal income taxes alone. The average 
rehabilitant was 31 years of age. If he works during 
85 per cent of his life expectancy, he will pay $10 
in federal income taxes for each dollar the federal 
government has invested in his rehabilitation.'* 

Prior to rehabilitation, many of these persons now 
wholly or partially independent were on local relief 
rolls at an annual cost of $300 to $600 per case. In 
a study of such cases made in 1947 in Michigan, 
the relief costs of 400 cases were approximately 
$250,000 per year. This same group, after rehabili- 
tation, had been removed from the relief rolls, for they 
were earning more than $600,000 a year. In another 
state, the program gave rehabilitation services to a 
young man of 21 who was drawing $30 a month, or 
$360 a year, in aid to the blind. He was trained to 
operate a vending stand, and at the end of his first 
year on the job paid $250 in income taxes. 


THE EXTENT OF THE DISABILITY 

The lack of a systematic approach requiring the 
reporting of cases of physical disability to a central 
agency, together with varying subjective interpretations 
of “what constitutes a handicap,’ makes it difficult 
to stake out the boundaries of the field of rehabilitation 
and services to the handicapped in any quantitative 
fashion. 
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Although a census of such conditions has been pro- 
posed on several occasions (legislation calling for an 
exhaustive census of the physically handicapped was 
introduced in Congress by Senator Johnson of Colorado 
on March 15, 1948) '* there has never been a complete 
survey of the extent of disability in the United States. 
The most comprehensive source of information at pres- 
ent is the National Health Survey, conducted by the 
United States Public Health Service in 1935-1936.'* 
In this survey, 800,000 families in eighty-three cities 
and twenty-three rural areas of nineteen states were 
studied. The reliability of this study has been dem- 
onstrated in oter extensive surveys on the extent of 
chronic disease and crippling conditions,’® and although 
results are not strictly comparable, because of different 
methods of enumeration, they bear out the fact that the 
National Health Survey is probably the best source 
available for such statistics, although later studies indi- 
cate that its results are conservative. 

Although the focus of attention has been the 
disabled veteran, the extent of disability among our 
civilian population is far greater. There were 20, 
amputations during World war II, but over 120,000 
major amputations during this same period among our 
civilian population.’ Approximately 1,500 men were 
blinded while in military service during the last war, 
but 60,000 civilians lost their sight during this period. 
Some 265,000 men were permanently disabled as a 
result of combat injuries during the war, but 1,250,000 
civilians were permanently disabled by disease and 
accidents in the corresponding four years.'* 

There were some 23,000,000 persons in the United 
States handicapped to some extent by disease, accidents, 
maladjustment or war.’® One third of all draftees were 
rejected as unfit, and more than 1,000,000 had to be 
discharged shortly after induction.*° In 1946, 10,400,000 
persons suffered disabling accidents, and, of these 
370,000 were disabled permanently.*! It is estimated 
that there are over 7,000,000 persons in the United 
States disabled by diseases of the heart and arteries, 
6,850,000 from rheumatism and arthritis and 2,600,000 
from orthopedic conditions.** 

These are the numbers, but they cannot tell the 
story of pain, anxiety, suffering and all the vital secon- 
dary problems that disease and disability leave in their 
wake. Aside from pain and wearing personal and family 
anguish, the economic costs of disease and disability 
are staggering. 

CHRONIC DISEASE 

Today, as medical science moves forward in the 
prevention and cure of infectious disease, chronic illness 
has become the nation’s primary medical problem. In 
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1900, seven chronic diseases (cancer, diabetes, intra- 
cranial lesions of vascular origin, diseases of the heart, 
diseases of the arteries, cirrhosis of the liver and acute 
and chronic nephritis) were responsible for 25.7 per 
cent of all deaths in New York State. Between 1900 
and 1940, a period in which the population of New 
York State increased by 85 per cent and the total 
number of deaths increased by only 13 per cent, the 
number of deaths from this group of chronic diseases 
increased by 200 per cent; it now includes over two 
thirds of all deaths in the state.** 

Whereas diabetes ranked twenty-seventh and arterio- 
sclerosis thirty-fourth as causes of death in 1900, they 
were eighth and tenth in 1944.*4 Added to this is the 
tremendous long term toll of chronic illness and dis- 
ability. Acute infectious disease usually results in rapid 
recovery or death, but chronic illness may linger for 
years. Its social and economic costs cannot be mea- 
sured by mortality tables alone. 

One of the principal causes of the increasing preva- 
lence of chronic disease has been the great advances 
in medical and surgical care which have prevented 
death and produced an aging population. Two thousand 
years ago the average length of life was 25 years; 
at the turn of the century it was 49; today it is 66. In 
1900, 1 person in 25 was 65 years of age or older; 
it is estimated that in 1980 the ratio will be 1 in 10. 
The chances are now 2 out of 3 that a young man 
now starting his working life at the age of 18 will 
live to his retirement age of 65. A 45 year old man 
today has 70 in 100 chances of reaching the age of 
65, and the chances for a 55 year old man are 78 in 
100. White men now at the age of 65 can expect to 
live an additional twelve and one-half yéars on the 
average, and white women an average of fourteen and 
one-quarter years.*° 

As persons become older, their medical needs change, 
and they require more medical service. In 1940, the 
26.5 per cent of the nation’s population over 45 
required over half the nation’s medical services. By 
1980, it is expected that the number of persons over 
45 will constitute nearly half of the population. 

The incidence of chronic disease is definitely related 
to economic status. It develops most frequently among 
families of low income, and when it strikes, results 
in further reduced income and depletion of financial 
reserves. In the National Health Survey of 1936, 
chronic illness was found to be nearly twice as great 
among persons on relief as among those earning $3,000 
a year and over. A more recent study in Illinois showed 
that 23 per cent of all public assistance recipients was 
chronic invalids.** In Connecticut, the percentage ows 
20,27 and in New Jersey 38 per cent of those receiving 
old age assistance are chronically ill.** 

As chronic disease is usually nonreportable, reliable 
statistics as to its extent are difficult to find. Most 
currently used figures spring from the National Health 
Survey, from which the figure of 23,000,000 was 
derived. Later reports, based on smaller samplings, 
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however, have indicated that chronic disease is even 
more prevalent. In a recent survey in New Haven 
conducted by the School of Public Health of the Yale 
University College of Medicine, it was found that 121 
persons for each 1,000 in the population suffered from 
chronic illness and that one third of this number were 
totally 

Although chronic disease is more prevalent in older 
persons, authorities state that 16 per cent of all persons 
with known chronic disease are under 25 years of age. 
The Yale study found the percentage to be 33. 


REHABILITATION IN GENERAL HOSPITALS 

Though it would seem logical that medical rehabili- 
tation would be an important service in every civilian 
general hospital, there has been little or no attempt 
until recently to establish such programs in civilian 

hospitals. Of the 1,468,714 hospital beds in the United 
- States in 1946, 44 per cent were in general hospitals, 
but these 641,331 beds cared for over 92 per cent of 
all patients.2? Rehabilitation, in varying degrees, has 
been available in some tuberculosis, mental and other 
specialized hospitals, but little provision has been made 
for dynamic convalescent care and rehabilitation for 
the over 14,000,000 persons who are patients in general 
hospitals each year. 

The first comprehensive, total, medical rehabilitation 
program in any community hospital in this country was 
started in the spring of 1947 at Bellevue Hospital in 
New York. Operated under the professional direction 
of the Department of Rehabilitation and Physical Medi- 
cine, the service has facilities for 80 patients and offers 
a program of physical medicine, physical therapy, occu- 
pational therapy, corrective physical rehabilitation, 
social service, corrective speech, psychologic services, 
vocational guidance, education and planned recreation. 
It operates as a service department to the other depart- 
ments of the hospital, in much the same manner as the 
roentgenologic department and laboratory, and treats 
both inpatients and outpatients on reference from the 
other services of the hospital. 

The rehabilitation service in Bellevue Hospital, which 
will be enlarged to six hundred beds when presently 
planned construction is completed, is the first step 
in a plan by the Department of Hospitals of the City 
of New York to provide all patients in municipal 
hospitals of the city with medical rehabilitation ser- 
vices. The extent to which this rehabilitation has 
entered into future planning in New York City, in both 
public and private hospitals, is shown by a recent report 
of the Hospital Council of Greater New York, in which 
it was suggested that 25 per cent of the bed capacity 
of the city’s general hospitals should be allocated for 
convalescence and rehabilitation.*° This would mean 
one such bed for each 1,000 of the city’s population. 

The interest in extending medical rehabilitation ser- 
vices in general hospitals is not limited to New York 
or other large urban areas. The Veterans Administra- 
tion has recently established such services as major 
departments, with specified bed allocations in all Vet- 
erans Administration Hospitals. Today, there are 
approximately one hundred and fifty communities in 
the nation which have expressed interest in establish- 
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ing rehabilitation centers.*t In some communities, such 
centers will be a part of, and will be located within, 
community general hospitals. In others, they will be 
adjacent to a community hospital. In still others, they 
will be separate community centers serving a number 
of hospitals. It is significant, however, that most are 
following the recommendations of the Baruch Com- 
mittee on Physical Medicine that such centers be medi- 
cally directed, and be associated with civilian hospitals 
and medical schools if possible.** 


THE INSTITUTE OF REHABILITATION AND 
PHYSICAL MEDICINE 

This is the pattern being followed in the new Insti- 
tute of Rehabilitation and Physical Medicine which 
recently opened as one of the first operating units of 
the new New York University—Bellevue Medical Cen- 
ter. Patterned after the recommendations of the 
Baruch Committee, the institute offers a complete pro- 
gram of physical medicine and rehabilitation, including 
physical rehabilitation and _ retraining, psychosocial 
adjustment and vocational evaluation and guidance for 
physically handicapped persons. It provides an inte- 
grated program of physical therapy, occupational ther- 
apy, physical rehabilitation, social service, vocational 
guidance and testing, and recreation, designed to teach 
the patient who has a physical disability “to live within 
the limits of his disability, but to the hilt of his capa- 
bilities.” With facilities to care for an inpatient census 
of 30 and a daily outpatient load of 100, the institute 
places special emphasis on retraining in_ elevation, 
ambulation, crutch walking and the physical skills 
necessary for the activities inherent in daily living. 

The institute’s service and facilities are available to 
any patient, either on an inpatient or outpatient basis, 
who, in the opinion of the referring physicians and the 
institute’s staff, could benefit from rehabilitation and 
retraining. It is expected that the majority of patients 
will be those needing definitive physical medicine or 
rehabilitation as the result of injuries, arthritis, ortho- 
pedic and neurologic disabilities, and diseases of the 
heart and arteries. Special facilities are available for a 
limited number of paraplegic and hemiplegic persons. 
Although the institute is not prepared to do vocational 
training of the handicapped per se, special workshops 
are available for vocational evaluation and guidance and 
job hardening under medical supervision for patients 
with arrested tuberculosis and cardiac disease. Com- 
plete vocational and guidance services are available for 
all types of persons with physical disabilities. 

One of the special features of the institute is the 
prosthetic service, in which consultation and recom- 
mendations are made on the selection, fitting and 
adjustment of prosthetic devices of all types, and 
intensive training is given in their use. The institute 
does not manufacture or sell prosthetic devices, but has 
skilled technicians available for services for all types 
of amputations and for the minor adjustments and 
refittings frequently necessary to make artificial limbs 
more comfortable and efficient to the wearer. 

Although we have in this country the finest insti- 
tutions in the world for definitive medical care and 
for vocational training, outside of the military services 
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and the Veterans Administration there are but a small 
handful of civilian agencies and organizations equipped 
to provide for the patient with a physical disability the 
necessary retraining in physical skills which are a 
requisite for later vocational training. The physician in 
the past has thought too much about the physiologic 
and clinical aspects of the patient’s disabiilty. The 
vocational counselor too frequently has thought only in 
terms of physical skills which could be utilized vocation- 
ally. Between the two, however, there is a wide area 
through which most physically handicapped persons 
must go when their definitive medical care is completed 
but before they are ready to undergo vocational train- 
ing. In this area lies the physical retraining in skills 
necessary for the carrying on of the activities inherent 
in daily living and common to all types of work. 
Except in a few isolated instances, the physically 
handicapped person must be retrained to walk and 
travel, to care for his daily needs, to use normal meth- 
ods of transportation, to use ordinary toilet facilities, 
to apply and remove his own prosthetic devices, and 
to communicate either orally or in writing. These are 
such simple things that they are frequently overlooked, 
but the personal, vocational and social success of the 
handicapped person is dependent on them. 


THE PRACTICE OF REHABILITATION 

The practice of rehabilitation for any doctor begins 
with the belief in the basic philosophy that the doctor’s 
responsibility does not end when the acute illness is 
ended or surgery is completed; it ends only when the 
patient is retrained to live and work with what is left. 
This basic concept of the doctor’s responsibility can 
be achieved only if rehabilitation is considered an 
integral part of medical service. Any program of 
rehabilitation is only as sound as the basic medical 
service of which it is a part. The diagnosis and prog- 
nosis must be accurate, for it is on them that the feasi- 
bility of retraining is determined. 

{n addition to the general diagnostic studies, the 
medical evaluation of the orthopedically handicapped 
must include muscle tests, determination of joint range 
of motion and tests for the inherent needs in daily living. 
in the rehabilitation service at Bellevue Hospital, a 
check list of ninety-six items is used to determine these 
factors. They include: (1) bed activities, such as 
moving from place to place in bed, and the ability to 
sit erect; (2) toilet activities; (3) eating and drinking ; 
(4) the ability to dress and undress, such as tying shoe 
laces, manipulating buttons, zippers and other fasteners, 
and applying and removing braces; (5) hand activities 
—for example, winding a watch, striking a match and 
using various door knobs and latches; (7) wheel chair 
activities, getting from the bed to the wheel chair, the 
wheel chair to bed, and in and out of the bathtub, and 
(8) elevation activities, which include the needed abili- 
ties for walking, climbing and traveling. 

At first glance, such a test list sounds formidable 
and time consuming, but, in reality, the information 
may be easily obtained by a therapist, nurse, a well 
trained volunteer or a member of the patient’s family. 
From special check sheets used for charting the activity 
accomplishments, information is readily available both 
on the status of the patient at the time of admittance 
and his progress while undergoing rehabilitation. 

The use of such a check list is particularly helpful if 
personnel are not available to do definitive muscle 
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testing and accurate range of motion determination, 
for the daily activities test can be completed in the 
hospital, the physician’s office or the patient’s home. 
The subsequent training program is designed to teach 
the patient the various skills and activities which he 
cannot perform. 

In Bellevue Hospital and the Institute of Rehabili- 
tation and Physical Medicine, after the basic medical 
work-up, and the range of motion, muscle and needs of 
daily living tests, the physician, in conference with 
other staff members, prescribes a five-hour a day 
program for the patient. These prescribed activities 
include training in the ambulation and elevation rooms 
and the remedial gymnasium, occupational therapy, 
physical therapy, speech therapy or any other activity 
which may be helpful in meeting the specific needs 
of the patient. 

In a comprehensive rehabilitation program, voca- 
tional guidance specialists should also be available to ~ 
do guidance and testing, in order that the patient may 
be started on a prevocational exploratory and work 
testing program as soon as it is medically feasible. 
However, good basic rehabilitation can be carried out 
with the personnel available in the ordinary general 
hospital, if such a program is properly organized, super- 
vised and prescribed by the physician. 

The rehabilitation of the hemiplegic person is a typi- 
cal example. There are a number of simple progressive 
procedures in the rehabilitation of the hemiplegic, who 
suffers from one of the commonest disabilities seen in 
general practice. In the early stages of treatment, the 
following procedures should be instituted to prevent 
deformities: (1) footboard or posterior leg splint to 
prevent foot drop; (2) sandbags to prevent outward 
rotation of the affected leg; (3) a pillow in the axilla 
to prevent adduction of the shoulder, and (4) quadri- 
ceps setting to maintain muscle strength. All of these 
procedures are relatively simple and require no special 
equipment. Their use, however, will prevent crippling 
anatomic deformities and hasten the rehabilitation of 
the patient. 

The next procedure indicated is the institution of 
pulley therapy. This can be done simply with a small 
pulley attached to a goose neck pipe over the head of 
the bed, the ordinary clothes line rope being used with 
al inch (2.5 cm.) webbing for the hand loop. With 
the stretching and passive exercise provided by pulley 
therapy, the range of motion can be increased and 
adhesions prevented 

Pulley therapy has the advantage over the usual 
stretching exercises that are done passively, for the 
patient, knowing his own pain threshold, will proceed 
to fully tolerated motion much more quickly. Pulley 
therapy can also be used to aid in the reestablishment 
of reciprocal motion patterns. 

The patient, at this stage, should be encouraged to 
sit erect ini order to reestablish balance. Speech ther- 
apy, if indicated, should be instituted at this time. In 
the absence of a trained speech therapist, the speech 
reeducation can be started under medical supervision 
by any teacher who has had some experience in this 
field. In the case of aphasia, it is well for the physician 
to point out to the patient and family the nature of the 
condition, in order that the inability to use the tools of 
language may not be interpreted as loss or diminishing 
of the ability to think and reason. 

The next progressive stage in retraining the hemi- 
plegic person is ambulation, which should be started 
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by: (1) the practice of balance in the standing posi- 
tion, progressing to parallel bars; (2) the teaching of 
a heel and toe gait to minimize clonus and to reestablish 
normal walking habits stressing reciprocal motion, and 
(3) a short leg brace, which will be needed in approxi- 
mately half of all cases to correct foot drop. All of 
the equipment for training in ambulation is simple and 
readily obtained by the general practitioner. If parallel 
bars are not available, two kitchen chairs may be 
substituted. 

In the advanced stages of retraining, ambulation is 
continued with (1) instruction in crutch walking, start- 
ing usually with the alternate four point gait, and (2) 
teaching elevation, stressing climbing steps, curbs, stairs 
and ramps. Concurrently with the training in ambu- 
lation, attention should be given to retraining in the 
activities of self care and daily living. 

Obviously, the physician himself cannot undertake 
the actual administration of the retraining, but the 
therapist, nurse, volunteer or even a member of the 
family can conduct the activities under his supervision. 
With such a program, many of the complications 
usually following apoplexy can be avoided and a great 
deal of time and ability salvaged. 

Although the general practitioner is forced to call on 
the services of medical specialists when dealing with 
amputee patients, he must assume the responsibility 
for preparing his patient physically and psychologically 
for the amputation and for seeing that the patient has 
the proper prosthetic device adequately fitted and is 
trained in its use. 

One phase of the management of the amputee to 
which the physician should give particular attention is 
the immediate postoperative period while the stump is 
being shrunk in preparation for a prosthetic device. 
During this period of six to eight weeks the patient 
should be given graduated conditioning exercises in 
preparation for both crutch walking and the later use 
of the artificial limb, and measures should be taken 
to prevent anatomic deformities. 

For example, it is not an uncommon practice in 
many hospitals, after an amputation above the knee, to 
elevate the stump on a pillow. However, if such eleva- 
tion is maintained for as long as two weeks a flexion 
deformity will occur which will take from six to eight 
weeks of arduous, painful work before sufficient hyper- 
extension can be regained for satisfactory walking. 

In advising his patient on the selection of a prosthetic 
device, the physician must be aware that not all limbs 
are suitable for all amputees. In fact, he must realize 
that not all amputees can wear artificial limbs profitably. 
It has been noted on the rehabilitation service at the 
New York University College of Medicine that a per- 
son in the older age group with an amputation above 
the knee cannot, as a rule, profitably be trained to 
use a prosthesis if he is unable to perform a swing- 
through gait on crutches. 

The physician must point out objectively to the 
patient those skills which the patient can expect to 
achieve with proper training and those skills which the 
patient has little chance of ever regaining. Extreme 
caution must be taken in the latter, however, as it is 
unwise to tell a patient what “he can’t do,” for this 
cannot be determined, in most cases, until the patient 
has had adequate training. Training is absolutely essen- 
tial if the amputee is to be successfully rehabilitated. 
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Because of the hopeless outlook in multiple sclerosis, 
therapy in general has been directed toward sympto- 
matic relief, and the approach has been a negative one. 
In rehabilitation, the disability, rather than the specific 
disease process which has produced it, is our primary 
consideration. In multiple sclerosis, as in any other 
chronic, progressive, crippling disease, the problems are 
the same. In considering a patient as to feasibility of 
successful training, progression of the disease must be 
carefully evaluated, for if the disease process outstrips 
training, such training is obviously wasted. 

In rehabilitation, the primary consideration in work- 
ing out a program for the severely disabled is to teach 
him to live, and, if possible, to work, with what he has 
left. Those capacities can be determined only through 
performance testing. It is impossible, through the 
analysis of the clinical manifestations of a disease such 
as multiple sclerosis, to determine what the sum total 
of the remaining physical capacities of the patient can 


-be trained to do in the way of work or self care activi- 


ties. In addition to general diagnostic studies, the 
medical evaluation of the patient with multiple sclerosis 
must include muscle tests, joint range of motion and 


tests for the inherent needs of daily living. These are 


of primary importance, for it is on their results that 
the patient’s rehabilitation program is planned. 

Too frequently, in rehabilitation, many of the basic 
skills necessary for effective daily living are overlooked. 
The patient is given numerous medical, psychologic and 
vocational services in preparation for employment, but 
retraining in the basic physical skills of ambulation, 
elevation and self care activities is neglected, with the 
result that the patient, being unable to walk, travel or 
care for his personal needs, is also unable effectively to 
utilize the other medical, psychologic, social and voca- 
tional services which he has received for richer and 
fuller living. 

Retraining in the basic physical skills of daily living 
is primary; it is simply a matter of “first things first,” 
for daily activity skills are the basis for all subsequent 
rehabilitation processes. 

It has been found difficult in many instances to 
differentiate between muscular inability due to disease 
and that due to atrophy of disuse, and sometimes only 
a test period of conditioning exercise will provide this 
information, which is vital in the training program. 

From the information gained by the tests for the 
factors of daily living, a suitable program is set up for 
the patient, designed to meet his particular needs. It 
has been noted, especially in hand activities and gait 
training, that persons long incapacitated from multiple 
sclerosis will have alienation and overcompensation of 
certain muscle groups. With muscle reeducation and 
definitive therapeutic exercise, it is often possible to 
accomplish much in correcting these conditions. 

We approach the psychiatric-psychologic problem as 
a team—the psychiatrist, the social worker and the 
psychologist—working with the family as well as with 
the patient. 

It has been found that the previous personality of 
a patient with multiple sclerosis does not conform to 
any particular pattern. There is immaturity in certain 
cases and a great deal of independence and relative 
maturity in other cases. 

The main point is that after the patient’s personality 
is thoroughly known by _ psychiatric examination, 
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psychologic study and social service investigation, then 
each problem, as it comes up, can be handled with the 
full knowledge of the limitations of the patient, psycho- 
logically and physically. 

Multiple sclerosis offers one of the most challenging 
problems in the entire field of rehabilitation, both from 
the physical and the psychologic standpoint. Therapy 
in this field requires patient training and deep under- 
standing. However, the results in the restoration of 
confidence and function, though far from satisfactory, 
have been gratifying. 

The physician must also recognize that emotional 
trauma may be present in any patient who has suffered 
a severe physical disability. The sudden shock and 
realization of the possible economic and social conse- 
quences of permanent disability frequently produce fear 
and anxiety which become as handicapping to the 
worker as the original physical disability. Even at the 
Department of Rehabilitation and Physical Medicine at 
Bellevue Hospital, and at the Institute of Rehabili- 
tation and Physical Medicine, where many of the 
patients have physical disabilities of long standing, :t 
has been found that approximately one third of all 
patients have concomitant emotional problems of such 
severity that psychiatric attention is needed. Conse- 
quently, the full time services of a psychiatric team 
consisting of a psychiatrist, a clinical psychologist and 
a psychiatric social worker have been added to the 
staff. 

When patients present themselves who are in need 
of psychiatric attention, it is the responsibility of the 
physician to recognize that need and see that proper 
referrals are made for such attention. In many instances 
where emotional problems are of a less severe nature, 
the general practitioner can resolve such problems. 
One of his greatest responsibilities with those patients 
who have severe physical disabilities is motivation— 
encouraging and convincing the patient that he can be 
rehabilitated. This motivation, to be most effective, 
must begin at the earliest possible moment following 
the accident or illness. The physician who knows 
something of rehabilitation can start at the time of the 
accident or crippling illness to allay the fears of his 
patient by giving him understanding, courage and hope 
predicated on an accurate kinowledge of what can be 
done. He can interpret to the patient the findings of 
the specialist in words that are understandable and 
meaningful. He can explain to the patient the nature 
and extent of his disability, not in medical terms of the 
disability alone, but in terms of its effect on the voca- 
tional, social, economic, family and personal life of the 
patient. The physician must practice the art of medi- 
cine as well as the science. 

Regardless of the type of disability, the responsibility 
of the physician to his patient cannot end when the 
acute injury has been cared for. It ends only when 
the physician has taken the responsibility for seeing 
that proper referral has been made to those agencies 
and institutions which are equipped to rehabilitate and 
retrain the patient with a residual physical disability. 
The physician who fails to see that those patients under 
his care receive the full benefits of modern methods of 
medical rehabilitation and retraining is in the samé 
category as the physician who still persists in using 
dietary restriction alone in the management of dia- 
betes, when insulin is available, for medical care is not 
complete until the patient has been trained to live and 
work with what he has left. 
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REPORT OF THE COUNCIL 
The Council on Physical Medicine has authorized publication 
of the following article. Howarp A. Carter, Secretary. 


THE COUNCIL ON PHYSICAL MEDICINE 
BECOMES THE COUNCIL ON PHYSICAL 
MEDICINE AND REHABILITATION 


In 1944 it became apparent that Physical Medicine should 
include not only the employment of physical agents for 
therapy but also the employment of physical agents for diag- 
nosis, and when it also became apparent that that branch of 
the specialty known as occupational therapy should also come 
within the purview of the Council, the Council on Physical 
Medicine recommended that its name should be changed from 
“the Council on Physical Therapy” to “the Council on Physical 
Medicine.” The Board of Trustees of the American Medical 
Association approved this change in name in 1945, 

During World War II and in this postwar period, the close 
relationships between physical medicine and the rapidly growing 
field of rehabilitation have become increasingly apparent. In 
our governmental hospitals and to an ever increasing extent in 
our civilian hospitals the services in physical medicine and 
rehabilitation have become inextricably conjoined. In the Army 
after World War II there was established a Physical Medicine 
Consultants Division which directs the activities not only in 
physical medicine but also in rehabilitation and physical recon- 
ditioning in all Army general hospitals. In the Veterans 
Administration, a central Physical Medicine Rehabilitation Ser- 
vice has been established which coordinates and directs the work 
in physical medicine and rehabilitation in all Veterans Admin- 
istration hospitals. In our civilian teaching institutions, com- 
bined residencies in physical medicine and rehabilitation are 
being offered in rapidly increasing nuinbers. 

Likewise, when, during its annual meeting, the Council on 
Physical Medicine conferred with representatives of the Council 
on Medical Education and Hospitals, it was agreed that the 
fields of physical medicine and rehabilitation were so closely 
related that it would be inadvisable to offer separate residencies 
or fellowships in these two branches. Therefore, it was the 
joint opinion of those present at this conference that a move- 
ment toward the development of more combined residencies in 
physical medicine and rehabilitation should be encouraged. It 
was agreed that those who direct existing approved residencies 
in physical medicine should be encouraged to include more 
complete instruction in rehabilitation and that the establishment 
of separate residencies in rehabilitation should not be approved. 

It has become increasingly apparent to the members of the 
Council on Physical Medicine that the close relationships 
between physical medicine and rehabilitation must be recognized 
and that, while neither special field can or should absorb the 
other, the many interconnections should be indicated. There 
are phases of physical medicine (as in the definitive treatment 
of acute diseases by physical agents) which cannot be called 
rehabilitation and there are phases of rehabilitation (as in the 
psychosocial readjustment of the disabled person) which cannot 
be called physical medicine. Yet, for the most part, physical 
medicine and medical rehabilitation are closely interdigitated 
and it is apparent that it would be illogical for either physical 
medicine or medical rehabilitation to go its separate way. 

Furthermore, the Council has become more and more involved 
with the various aspects of rehabilitation. The members of the 
Council desire to indicate that there are other special fields of 
medicine in which a similar joint terminology has been found 
essential. These include “dermatology and syphilology,” “obstet- 
rics and gynecology” and “psychiatry and neurology.” 

For these reasons, after mature deliberation, the Council on 
Physical Medicine has recommended to the Board of Trustees 
of the American Medical Association that, owing to the inevit- 
able march of progress and the expansion of its interests into 
the field of rehabilitation, its name be changed once more and 
that hereafter it be designated as “the Council on Physical 
Medicine and Rehabilitation.” It has been concluded that this 
is a fully logical and in fact highly desirable change, which 
would indicate more specifically the present status of the expand- 
ing field of medical activity with which the Council is concerned. 
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Statistical compilations regarding medical licensure 
are presented annually in the State Board Number of 
THE JouRNAL. The report for 1948 constitutes the 
forty-seventh annual presentation. Data are included 
pertaining to (a) medical examining and _ licensing 
boards of the United States, the District of Columbia 
and the territories and possessions of the United States, 
(b) the boards of examiners in the basic sciences and 
(c) the National Board of Medical Examiners. 

The computations presented are based on official 
records received throughout the year from the medical 
examining and licensing agencies of all states, Alaska, 
Hawaii and Puerto Rico, the nineteen boards of 
examiners in the basic sciences and the National Board 
of Medical Examiners. This presentation is made 
possible because of the wholehearted cooperation of 
these boards. The Council and THE JouRNAL grate- 
fully acknowledge their appreciation to those who have 
supplied these data as well as other records furnished 
throughout the year. 

The tables referring to medical licensing boards 
present figures pertaining to the number of candi- 
dates examined, the numbers licensed and the number 
who represent additions to the physician population. 
There are also included other pertinent data pertaining 
to the regulations for medical licensure. The state 
boards are discussed first, followed by the basic science 
boards and the National Board of Medical Examiners. 


STATE BOARDS OF MEDICAL EXAMINERS 


Licenses Issued 

In 1948, 13,551 licenses to practice medicine were 
issued by the medica! examining boards of the forty- 
eight states, the District of Columbia, Alaska, Hawaii 
and Puerto Rico. The number licensed in each state, 
by examination or by the endorsement of credentials, 
is shown in table 1. Of the 13,551 licenses issued, 
5,967 were granted after examination and 7,584 by 
reciprocity and endorsement of state licenses or the 
certificate of the National Board of Medical Exam- 
iners. 


Physicians certified in a given year after examina- 
tion in all instances were not tested in that year. In 
twenty-five states, the District of Columbia, Alaska, 
Canal Zone, Hawaii, Puerto Rico and the Virgin 
Islands, the internship is a requisite for licensure. The 
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On the Basis of 


Reciprocity 
Exami- an 
nation Endorsement Total 
70 125 195 
va 64 124 
of Columbia............+. 33 207 240 
302 0 302 
bouts 515 234 749 
64 151 215 
67 55 122 
Massachusetts... 57 392 449 
212 121 333 
3 25 28 
New 10 71 sl 
s 46 $59 1,385 
South 57 36 93 
JOUER 27 37 64 
Vermont 25 30 55 
pede 136 123 259 
West 55 75 130 
0 27 27 
Alaska, "hewais and Puerto Rico 51 36 87 
Totals....... 5,967 7,584 13,551 
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2.—CANDIDATES 


Marginal Number 


14 


£6 


= &8 


SCHOOL 
ALABAMA 
Medica! College of Alabama, Birmingham.... 


ARKANSAS 
University of Arkansas School of Med., Little Rock.. 


CALIFORNIA 
University Medical School, Berkeley- 
San Francis 


Coll. of Medical Evangelists, Loma Linda-Los Angeles 
Univ. of So. California School of Med., Los Angeles. . 


g 
Stanford University School of Medicine, Stanford 


University-San Francisco 


COLORADO 
University of Colorado School of Medicine, Denver.., 
CONNECTICUT 
Yale University School of Medicine, New Haven...... 
DISTRICT OF COLUMBIA 


George Washington Univ. School of Med., Washington . 


Georgetown University School of Med., Wa shington.. 


Howard University College of Medicine, Washington j 


GEORGIA 
University of Georgia School of Medicine, Augusta... 


ILLINOIS 
Northwestern University Medica! School, Chicago 


Stritch School of Med. of Loyola University, ~ ma a in 


University of Chicago, The School of Med., Chicago.. 
University of Illinois of Medicine, Chicago 


INDIANA 


School of Medicine, Bloomington- 
n 


IOWA 
State University of lowa College of Med., lowa City.. 


KANSAS 
Univ. of Kansas School] of Med.,Lawrence-Kansas City ........... 


KENTUCKY 


University of Louisville School of Medicine, Louisville ........ 


LOUISIANA 
Louisiana State Univ. Schoo] of Med., New Orlea 


ane of Louisiana School of Medicine, eee 


MARYLAND 
Johns Hopkins University School of Med., Baltimore. 
University of Maryland School of Medicine and Col- 
lege of Physicians and Surgeons, Baltimore.. 


MASSACHUSETTS 
Boston University School of Boston. . 
Harvard Medical School, Bos 


MICHIGAN 
University of Michigan Medical School, Ann Arbor.. 
Wayne University College of Medicine, Detroit 


MINNESOTA 


University of Minnesota Medical School, Minneapolis. ... 


MISSOURI 
St. Louis University School of Medicine, St. Louis 
Washington University School of Medicine, St. Louis. 


NEBRASKA 
Creighton University Schoo] of Medicine, QOmaha.. 
University of Nebraska College of Medicine, Omaha... 


NEW YORK 
Albany Medical College, Albany 
Long Island College of Medicine, Brooklyn 


Columbia University College of Physicians and Sur- 
Cornell University Medical College, New York......... 
New York Medical College, Flower and Fifth Avenue 
Hospitals, New Yor 
New York Unive Be oy College of Medicine, New York.. 
University of Rochester School of Medicine and Den- 
Syracuse University College of Medicine, Syracuse.. 


NORTH CAROLINA 


Duke University School of Medicine, Durham.......... .. 


ham 
Bowman Gray School of Medicine of Wake Forest 


College, Winston-Salem a €¢6 64 1 


Arkansas 


ro 


oo 


or 


University of Buffalo School of Medicine, Buffalo..... ...... 


Delaware 
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West Virginia 
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296 ae TABLE 2.—CANDIDATES EXAMINED BY 
3 = 
4 a e 
Pett is 2 § s § 
SCHOOL PFPFPFPFPFPFPFPFPFPFPFPFPFPFPFPFPFPFPFPFPFPF 
OHILO 
47 University of Cincinnati College of Med., Cincinnati.. ............ 3 O.... 10. cece 
49 Ohio State University College of Medicine, Columbus. .. .. .. 2 W “ask 
OKLAHOMA 
OREGO)? 
PENNSYLVANIA 
52 Hahnemann Med. Coll. and Hospital of Philadelphia 2 0........ 60....2040103830........ 1010....1010....1090222010 
54 Temple University School of Medicine, Philadelphia.. ............71101040.... 62........ 201 0...... 
56 Univ. of Pennsylvania Schoo! of Med,, Philadelphia... 1 10....100 010. 10.0. 3493 Baw 
56 Woman’s Med. College of Pennsylvania, Philadelphia ............ 8 0.... 1 0005+. 1 0.. 
SOUTH CAROLINA 
TENNESSEE 
59 University of Tennessee College of Med., Memphis.... 2 01 0.... 11 2 2040.. 
TEXAS 
64 Baylor University College of Medicine, Houston...... ........ 1 0.. 
UTAH 
65 University of Utah School of Medicine, Salt Lake City ............ 3801 0............ 10. 06 
VERMONT 
66 University of Vermont College of Med., Burlington... ............ 1 0..... en 
VIRGINIA 
67 University of Virginia Dept. of Med., Charlottesville.. ............ 1 0..... 
WISCONSIN 
76 Marquette University Schoo! of Medicine, Milwaukee... .... 1 0.... 9 2.. 3 0 Wee Die 6 011 
CANADA 
72 Univ. of Manitoba Faculty of Med., Winnipeg, Man. ............21 1.... 1 0.. 60 
74 Univ. of Toronto Faculty of Med., Toronto 5, Ont... ............ 5 1.... 2 0.. 
75 Queen’s University Faculty of Med., Kingston, Ont... 1 0.... vo oe, ee 
76 University of Western Ontario Faculty of Medicine, 
77 MeGill University Faculty of Med., Montreal, Que..... ef © 2 0 ** 1 0 1 0 1 0 @F 4 . 1 0 3 0 2 0 2 0 
OTHE 
82 Unapproved Med. Schools and Schools of Osteopathy 0 1......... .. 5101.. 2514 2, . 28.89 
84 Totais—Examined—Passed .............. 16 1 458 72 20° 301 131 51 512 @ 182 31 184 181 
8 Totals—Examined—Failed ..............ccccccccccccces 2 0 0 3% 2 7 0 3 26 1 0 44 2 0 0 0 0 3 8 lll 0 1 
11.1 0.0 0.0 73 27 180 00 83 79 08 00 79 20 0.0 0.0 00 00 88 42 36900 05 


P—Passed; F— Failed. 


licensing boards of some of these states permit the 
candidate to write the examination before completion 
_of the internship and, if successful, issue and date the 
license on completion of the internship. Licenses are 
also withheld in some states for other technicalities. In 
general, also, the licenses of physicians examined in 
December are dated and issued early in the following 
year. Table 1, therefore, includes many who were 
examined in 1947 and a few in previous years, and the 
figures shown will not correspond with other tables 
which deal entirely with physicians examined for licen- 
sure within the year 1948. 

Neither does this tabulation, particularly the 
endorsement group, represent entirely individuals but 
includes persons who may have been licensed in more 
than one state in a given year; nor does the total repre- 
sent additions to the medical profession, since a 


physician previously licensed in one state may be 
licensed by examination in a nonreciprocating state. In 
tables 12, 13 and 14 (see pages 310 and 311) can be 
noted the number who secured licenses for the first time 
and represent additions to the medical profession in the 
United States and its territories and possessions. 

The greatest number of licenses during the last 
calendar year were issued in California, 1,751. New 
York licensed the next greatest number, 1,385, while 
more than 500 physicians were registered in Illinois, 
Ohio, Pennsylvania and Texas. No state licensed fewer 
than 25. 


The number of licenses issued in 1948, as was true 
in two previous years, was greater than in any prewar 
year. Although in 1948 there were 892 fewer licenses 
registered than in 1947, there were increases recorded 
in 22 states as follows: 


1 


MEDICAL EXAMINING BOARDS, 1948—Continued 140 297 


NuMBER 3 
PF PFPFPFPFPFPFPFPFPFPF PFPFPF PFPFPFPFPFPFPFPFPFPFPF PFPFPF 3 SE 
er ef ee ef 1 1 105 0 . . ere 66 1 0 125 123 2 1.6 6 49 
** @f ee ee 2 0.. ** 1 0 1 .. 39 0 1 1 1 0 1 18 0 1 0 ** #8 #8 1 0 93 93 0 0.0 18 51 
30 10 201010@110........201010.. 1010 10.... 10 124 183 1 08 27 55 
1 0 . . 1 0 . . . . . * . 41 3 . . ee 49 46 6.1 62 
ee . | 3 0 . * . 1 0 . ore . 1 0 . . 1 1.5 7 67 
ape 10 3 0 74 0 19 0 10 117 15 2 17 13 68 
** 1 0 2 0 1 ** 21 20 1 4.8 7 72 
3 210.. 10190. 10 32 2 3 94 13 74 
* es . . 2 1 © 1 0 1 0 1 0 . ll 10 1 9.1 75 
* . . rf * 2 0 se 1 0 0 15 14 1 6.7 7 81 
30... 09 3 4 1 0 93 15 .. 466 275 191 40.9 16 82 
23 11 10 4 3 77 30 32 59 48 454 21 57 122 295 18 16 140 110 55 189 0 50 6,560.... 88 
10 & 38 10 9 8 42% 112 390 322 59 48 448 21 67 27 122 22 18 16 136 110 55 182 
0.0 00 92 16.0250 91 19.6 0.0 45 0.0 00 21 00 00 13 00 00 00 00 112 00 00 29 00 00 38 00 85 ...... 10.9... 86 
yee eae A recapitulation of totals pertaining to licenses 
eed issued for thirteen previous years and for 1948 by both 
92 124 examination and reciprocity or endorsement of creden- 
24 26 tials is included in table 3. The variations shown for 
the years from 1936 to 1941, inclusive, were the result 
481 of foreign medical faculties. The accelerated program 
60 66 in medical schools which produced 20,662 graduates in 
\ the three year period from June 1942 to June 1945 
likewise increased the numbers licensed. In 1946 and 
124 162 the two succeeding years the numbers licensed were 
Pennsylvania ..........++44. ghctakiangecel 650 658 almost double those of prewar years. This increase 
Texas 633 there was a decrease in 1947 and again in 1948 as com- 
65 96 pared with the all time high total tor 1940. 
9 In the fourteen year period 1935 to 1948, 143,684 
medical licenses have been issued, 88,097 after exam- 


Wyoming ............ ASAT Ae AI 20 27 ination and 55,587 by endorsement of credentials. 
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Candidates Examined by Medical Examining Boards 
In table 2 are recorded data referring to those 
examined for medical licensure in 1948 by individual 
states, the District of Columbia, Alaska, Hawaii and 


Puerto Rico. For each there are given the numbers 
who passed and failed, the medical school of graduation, 


TaBLe 3.—Licenses Issued, 1935-1948 


Reciprocity 
Exami 
nation Endorsement Total 
6,629 3, 9,534 


the percentage of failures by school as well as licensing 
board and the number of states in which graduates of 
a given school were examined. Medical schools in the 
United States which are no longer in existence, foreign 
faculties of medicine and unapproved schools are not 
listed by name, but the numbers examined in each state 
in these three categories are included following those 
for existing medical schools in the United States and 
Canada. 

Throughout the last calendar year 6,560 were exam- 
ined, of whom 5,840 passed and 720 failed. The candi- 
dates represented seventy approved medical schools of 


Taste 4.—Graduates of Medical Schools in Canada Examined 
for Licensure in the United States, 1948 
Examined Passed Failed 
3 


Rhode 


° 
= 
a 


the United States, nine approved medical schools of 
Canada, four medical schools in the United States now 
extinct, one hundred and five faculties of medicine 
and three licensing corporations of other countries, five 
unapproved institutions and six schools of osteopathy. 
Osteopaths who were granted the legal right to practice 
medicine, surgery, or both, by the medical examining 
boards are included in these statistics. Osteopaths in 
other states who were granted the privilege of special 
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practice by other than medical examining boards are 
excluded from these compilations. 

Examination and reciprocity meetings have been 
scheduled at frequent interval in recent years to facili- 
tate licensure and to enable physicians to commence 
practice without undue delay. Later in this study there 
is included a tabulation giving the schedules for all 
states. Executive officers and members of examining 
boards are to be commended for thus assisting the vet- 
eran medical officer and others to begin practice at 
their new location as soon as possible. This coopera- 
tion, in view of the increase in volume of applications, 
is noteworthy. 

Represented among the 6,560 examinees were 5,304 
graduates of approved medical schools in the United 
States, of whom 3.3 per cent failed; 139 graduates of 
approved Canadian schools with 16.5 per cent failures ; 
15 who were graduated from medical schools no longer 
operating with 6.7 per cent failures; 636 graduates of 
faculties of medicine located in countries other than the 
United States and Canada, 51.5 per cent of whom 
failed; 302 graduates of unapproved institutions with 


Tas_e 5.—Source of Candidates Examined for Licensure 
in the United States, 1948 


Number Number Percent- 
xam- Number Number 

Medical Schools Schools ined Passed Failed Failed 
Approved in United States.. 70 5,304 5,127 177 3.3 
Approved in Canada........ 9 139 116 23 16.5 
108 636 308 328 51.5 
Unapproved Sehools......... 5 30R 173 129 42.7 
Schools of Osteopathy...... 6 164 102 62 37.8 
199 6,560 5,540 720 10.9 


42.7 per cent failures and 164 graduates of schools of 
osteopathy with 37.8 per cent failures. 

As in table 1, the 6,560 examinees do not represent 
an equal number of individuals, since a candidate tested 
in more than one state in a calendar year is counted in 
each state. However, if a candidate failed more than 
once in a given state within the year, he is counted in 
that state as only one failure. 

The greatest number of graduates of any one school 
examined was 214, representing Northwestern Univer- 
sity Medical School, 98 of whom were tested in Illinois 
and 116 in twenty-seven other states. More than 150 
graduates of five other schools applied for licenses last 
year; namely, University of Illinois (211) in twenty- 
six states, St. Louis University (156) in thirteen 
states, Hahnemann Medical College (154) in twenty- 
six states, Jefferson Medical College (166) in twenty- 
four states and Marquette University (174) in eighteen 
states. One hundred or more graduates of eleven other 
schools also were tested during the year. 

Nineteen approved schools in the United States had 
no failures before medical licensing boards, twenty-nine 
less than 5 per cent and twelve between 5 and 10 per 
cent. There were ten schools with 10 per cent or more 
failures in state examinations. The over-all figures and 
percentages for failures are modified by data on those 
who were examined by the National Board of Medical 
Examiners in its final examination as well as those 
passing state tests (table 6, page 299). 

Graduates of Northwestern University were exam- 
ined in the greatest number of states, twenty-eight. 
University of Pennsylvania alumni were tested in 
twenty-seven states and the University of Illinois and 
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Hahnemann Medical College in twenty-six states. All 
other schools had their graduates examined in fewer 
than twenty-five states. Three schools had graduates 
examined in fewer than five states. 

A total of 139 graduates of nine approved medical 
schools in Canada appeared for licensure in the United 
States in 1948 in twenty-five states, the District of 
Columbia, Hawaii and Puerto Rico. The figures are 
given for each hcensing board by schools in table 1 
and by totals in table 4. Of the 139 examinees, 23 (16.5 
per cent) failed. California examined 28, New York 
18, Illinois 16 and Maine 10, and all other states fewer 
than 10. Two Canadian schools had no failures before 
United States licensing boards. The lowest failing per- 
centage was 4.8. The remaining schools had percent- 
ages higher than 8. 

Graduates of osteopathic schools and of unapproved 
institutions were examined by sixteen states. Repre- 
sented were 164 osteopathic graduates of whom 102 
passed and 62, or 37.8 per cent, failed and 302 gradu- 
ates of unapproved schools, of whom 173 passed and 
129 (42.7 per cent) failed. 

Graduates of foreign faculties of medicine were 
examined in twenty-eight states and Puerto Rico. 
There were 636 such graduates with 328, or 51.5 per 
cent, failures. 

Fifteen graduates of schools no longer operating 
were tested in seven states, of whom 14 passed and 1 
(6.7 per cent) failed. 

In all six categories mentioned, 6,560 appeared 
before medical examining boards in 1948, of whom 
5,840 passed and 720, or 10.9 per cent, failed. 

Totals for the six categories are given in table 5. 
As already mentioned, from the United States approved 
schools there were 3.3 per cent who failed, as did 16.5 
per cent of the Canadian graduates and 6.7 per cent 
of the graduates of extinct schools. The greatest per- 
centage of failures represented three groups, foreign 
schools, unapproved schools and schools of osteopathy. 
In these groups 51.5, 42.7 and 37.8 per cent, respec- 
tively, failed. Those registered in these three groups 
are discussed separately later in an analysis of these 
statistics. 

Elsewhere (see tables 12, 13 and 14, pages 310 
and 311) are given figures referring to actual licentiates 
and additions to the medical profession. 

Consolidated Examinations 

A combination of the results of individual schools 
tor two groups, i. e., those appearing for the state med- 
ical board examinations and for part III of the exam- 
inations of the National Board of Medical Examiners, 
is given in table 6. This table presents a more accurate 
picture of the performance of physicians from the indi- 
vidual schools in licensure examinations than is given 
in the preceding tables. In some instances, it will be 
noted, sehools having a high percentage of failures 
before state licensing boards had few, if any, failures 
before the National Board. In 1948 there were 5,304 
graduates of approved medical schools in the United 
States examined by state boards, of whom 3.3 per cent 
failed. In 1948, 1,685 graduates of these institutions 
appeared for part III of the examinations of the 
National Board, of whom 14, or 0.8 per cent, failed. In 
the consolidated figures the failures from approved 
medical schools in the United States were 2.7 per cent. 

Of the Canadian graduates, 16.5 per cent failed state 
board tests and 15 per cent failed the combined tests. 
Only 9 graduates oi foreign medical schools were tested 


STATISTICS FOR 1948 299 


TABLE 6.—Consolidated Examinations, State Medical Examining 
Boards and the National Board of Medical Examiners, 1948 


Pert III 
Results Examina- 


y tion o 
Medical National 
Examining Boardof 
Board Medical 


Tests Examiners Total Totals 
xam 
School P F P F ned P F %F 

Medical College of Alabama.. 8 0 1 0 9 9 0 0.0 
University of Arkansas...... 85 3 1 0 89 86 3 3.4 
Coll. of Med. Evan. (Calif.). 0 139 135 4 2.9 
Stanford University........... 68 0 x 0 76 7 0 0.0 
University of California...... 66 1 5 0 72 71 1 1.4 
Univ. of Southern California. 46 2 2 0 50 48 2 4.0 
University of Colorado....... 58 1 15 0 74 73 1 14 
Yale University (Connecticut) 7 1 60 1 67 2 29 
George Washington University 

24 1 73 0 1 1.0 
Georgetown University ...... 44 &§ 6 1 129 123 6 4.7 
Howard University .......... 61 5 1 0 67 62 6 7.5 
Emory University (Georgia). 76 0 0 0 76 76 6 0.0 
University of Georgia........ 78 0 0 0 7. a 0 0.0 
Loyola University‘ (Illinois).. 95 6 9 0 4110 104 6 5.5 
Northwestern University...... 210 4 23 0 27 238 4 0.6 
University of Chicago........ 69 2 1 0 72 70 2 28 
University of Illinois.......... 207 4 17 0 228 224 4 0.7 
Indiana University............ 113 0 2 0 115 13% 0 0.0 
State University of Iowa..... 69 1 33 0 108 IR 1 1.0 
University of Kamnsas......... 15 0 0 0 15 15 0 0.0 
University of Louisville (Ky.). 125 2 5 0 132 = 130 2 1.5 
Louisiana State University... 88 0 0 oO B88 0 0.0 
Tulane University............. 113 0 11 @ 124 124 0 0.0 
Johns Hopkins Univ. (Md.).. 77 0 2B 0 0 0.0 
University of Maryland....... 92 0 9 0 101 = 101 0 0.0 
Boston University (Mass.).... 10 0 587 0 0.0 
Harvard Medical School...... 60 2 118 0 4180) 178 2 1d 
Tufts College Medical School. 13 38 110 0 126 = 123 3 2.4 
University of Michigan....... 117 0 21 1 139 138 1 0.7 
Wayne University............. 51 0 1 0 52 52 0 0.0 
University of Minnesota...... 106 1 vi 0 113 112 1 09 
St. Louis Univ. (Missouri).... 158 3; 6 6B 1 70 166 4 24 
Washington University....... 103 1 7 0 i111 4110 1 0.9 
Creighton Univ. (Nebraska).. 74 6 7 a 6 6.9 
University of Nebraska....... 73 5 5 CO 5 6.0 
Albany Med. College (N. Y.). 9 1 45 0 BS) 1 18 
Columbia University.......... 41 Oo 8 1 130 129 1 08 
Cornell University............ 44 4 67 0 16 ill 4 3.5 
Long Island College of Med.. 42 s 87 0 137 1299 8 5.8 
New York Medical College.... 17 8 112 & 142 129 13 9.2 
New York University......... 36 8 114 2 155 150 5 3.2 
Syracuse University........... 26 10 18 0 4 44 10 18.5 
University of Buffalo......... 10 1 67 7 113 
University of Rochester...... 25 3 45 0 73 70 3 4.1 
Duke University............... 24 3 52 0 7 76 3 38 
Bowman-Gray School of Medi- 

54 0 3 0 57 57 0 0.0 
Ohio State University......... 123 2 0 0 12 123 2 16 
University of Cincinnati...... 1 1 1 oll 
Western Reserve University.. 1 4 0 tate} si 
University of Oklahoma...... 69 2 4 0 78 73 2 2.7 
University of Oregon......... 3 0 1 0 4 4 0 00 
Hahnemann Med. Coll, (Pa.) 141 13 22 i: jn ee 14 7.9 
Jefferson Medical College..... 4 17 ilss 179 4 2.2 
Temple University............. 116 5 23 139 8 54 
University of Pennsylvania... 123 1 45 0 12 i 1 06 
University of Pittsburgh.... 98 2 5 0 lw 98 2 2.0 
Woman’s Medical College.... lj 2 15 0 o4 32 2 5.9 
Med. Coll. of South Carolina. 62 0 1 0 63 63 0 0.0 
Meharry Med. Coll. (Tenn.).. 69 7 6 0 2 75 7 85 
University of Tennessee...... vl 3 1 . 8 3 3.2 
Vanderbilt University......... 60 0 9 Oo ww 69 0 0.0 
Baylor University (Texas)... 65 3 0 0 6 65 3 44 
Southwestern Medical College. 46 3 1 0 50 47 3 6.0 
University of Texas.......... v3 1 4 0 2 1 10 
University of Utah............ 22 1 1 oo 2m 2 1 42 
University of Vermont....... 17 0 380 0 4a 4&7 0 0.0 
Medical College of Virginia... 115 2 6 0 123 2.1 2 1.6 
University of Virginia........ 5 1 3 oo # 6 114 
Marquette Univ. (Wisconsin). 160 14 15 1 10> 175 15 7.9 
University of Wisconsin...... 2 1 0 80 8678 2 2.5 

Subtotals: U. 8. Schools... 5,127 197 1,671 14 6,989 6,798 191 2.7 
Dalhousie University 

(Nova Scotia)........s.sse0- 5 1 0 0 6 5 1 16.7 
Laval University (Quebec)... 10 1 14 56.0 
MeGill University.............. 20 2 1 32 3 9.4 
Queen’s University (Ontario). 10 1 4 a ie 1 6.7 
University of Alberta......... 12 0 0 = ae 0 0.0 
University of Manitoba....... 20 1 0 3-48 
Univ. of Montreal (Quebec).. 4 0 0 0 4 4 0 00 
Univ. of Toronto (Ontario).. 29 3 6 0 3s 28 3 7.9 
Univ. of Western Ontario..... 6 1 0 0 7 6 1143 

Subtotals: Canadian Schools 16 23 2 1 160 136 24 15.0 
Foreign Medical Faculties.... 308 9 0 645 317 328 508 
Extinct Medical Schools...... 14 1 0 0 15 14 1 67 
Unapproved Schools....... 0 302 173) 129 42.7 
Schools of Osteopathy..... ‘“ 102 62 0 0 164 102 62 37.8 

5,640 720*1,700 15 8,275 7,540 735 88 


* Represents individuals failed. 
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by the National Board. There is no comparison to be 
made of this group. There were none in the extinct 
medical school classification examined by the National 
Board. The National Board does not admit to its 
examinations the graduates of unapproved medical 
schools in the United States, and from foreign schools 
it admits only the graduates of the university medical 
schools of Great Britain and Ireland, provided these 
graduates have been licensed to practice in the country 
in which the school attended is located. 


Tasie 7.—Licensure Failures by Graduates of Approved 
Schools Located in the State Where Examined 
and Elsewhere, 1948 


32 $36 2+ 2 ¢ 
Medical Schools & ane & 
Alabama......... 18 0 1 0.0 0 9 0.0 0.0 
kansas........ 59 0 1 0.0 0 5 0.0 0.0 
California....... 494 6 4 1.2 17 58 3.4 4.7 
Colorado........ 74 0 1 0.0 1 9 14 1.4 
Connecticut...... 39 0 1 0.0 1 18 2.6 2.6 
Dist. of Columbia 36 3 3 8.3 0 12 0.0 8.3 
Georgia.......... 132 0 2 0.0 0 ll 0.0 0.0 
Scena dea 4 4 0.7 6 44 1.0 17 
Indiana.......... 101 0 1 0.0 2 s 2.0 2.0 
Kiciesthasey 0 1 0.0 0 5 0.0 0.0 
Kansas........... 67 0 1 0.0 0 8 0.0 0.0 
Kentucky........ 60 0 1 0.0 0 9 0.0 0.0 
Louisiana........ 182 0 2 0.0 0 14 0.0 0.0 
Maryland........ 192 0 2 0.0 2 23 1.0 1.0 
Massachusetts... 176 0 3 0.0 6 10 3.4 3.4 
Michigan......... 181 0 2 0.0 0 26 0.0 0.0 
Minnesota....... 213 0 1 0.0 1 45 0.5 0.5 
Missouri......... 238 0 2 0.0 0 17 0.0 0.0 
Nebraska........ 100 7 2 7.0 0 2 0.0 7.0 
New York........ 797 29 i) 3.6 53 38 6.6 9.0 
North Carolina... 112 0 2 0.0 0 19 0.0 0.0 
PS 329 0 3 0.0 0 26 0.0 0.0 
Oklahoma....... 59 0 1 0.0 0 1 0.0 0.0 
SS 48 0 1 0.0 0 . 0.0 0.0 
Pennsylvania.... 454 4 6 0.8 2 35 0.4 1.3 
Sovth Carolina... 57 0 1 0.0 0 2 0.0 0.0 
Tennessee........ 22 0 3 0.0 0 3 0.0 0.0 
iS ES: 7 3 2.3 8 22 2.7 5.0 
Utab..... e 18 0 1 0.0 0 9 0.0 0.0 
Vermont 16 0 1 0.0 0 1 0.0 0.0 
RR 140 1 2 0.7 1 6 0.7 14 
Wisconsin........ 189 7 2 3.7 0 16 0.0 3.7 
Subtotals...... 6,560 68 70 1.0 100 522 1.5 2.5 
States Without Four Year Medical Schools 
Arizona.......... 17 0 14 0.0 
Delaware......... 20 0 & 0.0 
Florida.......... 327 8 60 2.4 
51 0 25 0.0 
3 15 8.8 
Mississippi....... 47 0 17 0.0 
Montana......... 1 10 9.1 
Nevada.......ce. 4 1 2 25.0 
New Hampshire.. 11 1 6 9.1 
New Jersey....... 112 13 24 11.6 
New Mexico...... 0 3 0.0 
North Dakota.. 30 0 11 0.0 
Rhode Island.... 2 0 15 0.0 
South Dakota... 27 0 16 0.0 
Washington..... ll 0 34 0.0 
West Virginia... 55 0 24 0.0 
Wyoming........ 0 0 0.0 
Alaska, Hawaii 
and Puerto Rieo 59 5 37 8.5 
Subtotals...... 939 32 311 3.4 


As mentioned in the preceding section, the total of 
all examined before medical licensing boards in the 
United States in 1948 was 6,560, of whom 5,840 passed 
and 720, or 10.9 per cent, failed. For both groups—state 
boards and the National Board—8&,275 were examined ; 
7,540 passed and 735 (8.8 per cent) failed. The total 
percentage of failures was reduced less than 2 per cent 
because of the high percentage of failures before state 
boards by unapproved and foreign graduates. Sixty- 
four approved schools in the United States and four 
it Canada were represented in the National Board 
examinations. 


STATISTICS FOR 1948 1948 
Failures 

Data recorded in table 7 refer to failures before 
medical licensing boards by licentiates of 1948. In pre- 
senting these statistics the United States is divided into 
two groups—the thirty-one states and the District of 
Columbia in which approved four year medical schools 
are located and those states and the territories and pos- 
sessions which have no medical school within their 
boundaries. The figures include the number of licen- 
tiates who failed state board examinations prior to 
licensure and were graduates of a medical school 
located in the state in which they were examined and 
also the number of graduates licensed in a given state 
who obtained their professional training in schools in 
other states. . 

Practically all states require the appiicant to receive 
a general average of 75 per cent in the medical license 
examination and at least 50 per cent in any one subject. 
In case of failure in not more than two subjects the 
applicant is permitted a second examination in those 
subjects within twelve months. A few states consider 
such persons as conditioned in the subjects in which 
they fail and do not report them to the office of the 
Council on Medical Education and Hospitals as fail- 
ures. These examinees are not included in any of the 
tabulations which include failures. When their grades 
are raised after a successful reexamination they are 
recorded among those who passed. 

Sixty-eight physicians failed examinations in the 
state in which they obtained their professional training. 
This occurred in nine states. Twenty-nine failed in 
New York. There were failures reported by twelve 
states among students who graduated from approved 
medical schools located in states other than the one in 
which they were licensed. Again, New York had the 
greatest number, 53. Twenty-three states reported no 
failures during the year from graduates of schools 
located in these states, and twenty states had no failures 
among graduates of schools located in other states. 
Seventeen states had no failures in either group. 

In seventeen states having no medical schools, six 
reported failures. In all, 32 failed. 

The total examined in the first group, states in which 
approved medical schools are located, was 6,560, while 
in the second group, states which have no approved 
four year medical school within their boundary, 939 
were examined. 

In table 8 the figures pertaining to failures before 
medical licensing boards are subdivided by the number 
of candidates who were licensed after previous failures. 
The figures are presented in three categories— 
approved «medical schools in the United States and 
Canada, foreign faculties of medicine and unapproved 
institutions. Within these groups there are classifica- 
tions indicating the number who were licensed after 
failing a state board examination once and after two or 
more failures. It can also be noted whether the single 
or multiple failures have been in the state where 
licensed or elsewhere. The total number of candidates 
examined in 1948 and licensed or granted licenses by 
reciprocity or endorsement of. credentials is shown and 
also the total number of failures in all groups. 

There were 13,551 licenses to practice medicine 
issued during the calendar year 1948. Five hundred 
and thirty physicians represented in the 13,551 licenses 
issued had previously been unsuccessful before a licens- 
ing board. From the approved schools 245 had previ- 
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ously failed a state board examination. Eighty-five had 
one failure in the state in which they were licensed, 
while 111 were licensed after one failure in another 
state. Forty-nine received licenses after more than one 
failure. 

In the group of foreign medical faculties, 196 gradu- 
ates were licensed after previous failure. Also, 89 
graduates of unapproved institutions were registered 
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included in table 9. Florida and Hawaii have not estab- 
lished reciprocal agreements. Provisions for reciprocal 
licensure have been provided in Idaho by the 1949 
legislature and will become effective July 1, 1949. 
Idaho and Hawaii will endorse certificates of the 
National Board of Medical Examiners. Florida is the 
only state which requires a written examination of all 
applicants for licensure. Those desiring licenses by 


Tas_e 8.—Failures Before Medical Licensing Boards By Licentiates, 1948 


Unapproved Medical Sehools and 


Approved Schools Foreign Schools Schools of is of Osteopat hy 
Licensed Licensed After Licensed Licensed After Licensed Licensed After 
g After ‘l'wo or More After Two or More After Two or More 
5 One Failure Failures One Failure Failures One Failure Failures 
Has we mes me mse & BES BE & SB 
1,751 7 21 1 5 2 1 1 33 
175 2 2 1 ‘4 ee 5 
248 10 1 2 1 3 5 1 
of Columbia........ 240 1 2 1 1 1 6 
749 1 1 3 1 7 1 Ga 19 
215 1 2 1 1 ee 5 
319 1 2 1 1 5 
Massachusetts............... 449 1 1 1 2 es 7 14 26 
fontana..... 66 1 3 1 
lew Hampshire.............. 81 1 1 2 
336 6 10 2 es 1 19 
1,385 6 1 19 ‘ 1 59 4 57 1 5 22 2 1 8 224 
North Carolina.............. 268 1 1 
jorth Dakota............... 53 1 1 ‘ 2 
658 2 4 1 ee ae as 7 
thode Island................ 42 1 <n 1 
south Carolina.............. 93 1 1 
South Dakota............... 4 1 1 
633 9 4 1 2 1 ee 1 1 1 7 3 30 
259 1 3 as 1 1 1 1 8 
Washington................. 270 2 2 
West Virginia................ 130 2 ‘ 2 
312 6 1 7 
Alaska, Hawaii and 
Puerto Rico................ 87 1 ws 1 
13,551 85 111 22 23 4 73 24 71 20 8 38 22 12 9 


after failing previously. Among those with multiple 
failures in these two groups were several that had more 
than five and even ten unsuccessful tests before attain- 
ing licensure. 


In five states all physicians licensed last year had® 


no failures in a state medical examination before being 
registered 


Registration by Reciprocity and Endorsement 


A summary of the reciprocity and endorsement poli- 
cies pertaining to medical licensure in effect in the 
United States, Alaska, Hawaii and Puerto Rico are 


reciprocity and endorsement in seventeen states, the 
District of Columbia and Alaska are required to obtain 
a certificate from the state board of examiners in 
the basic sciences before being eligible for medical 
licensure. 

Thirty states and Alaska have definite reciprocal 
agreements with specific states. Twenty-nine boards, 
including twelve which have specific reciprocity agree- 
ments, and Puerto Rico, are given discretionary powers 
under the medical practice act. The latter licensing 
boards will register physicians who present credentials 
which correspond with those required by their respec- 
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tive states in the year issued. The states in which 
physicians certified by the National Board of Medical 
Examiners are accepted for licensure on the basis of the 
board’s certificate are also indicated. 
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faculties of medicine on a reciprocal basis. Other 
requirements or exemptions are indicated by footnotes. 

This chart will be available in reprint form. It has 
proved to be of material assistance to physicians con- 


TABLE 9.—Reciprocity and Endorsement 


Reciprocates with, or Endorses ¢ Certificates Granted by 


= 2 & 
vA 

a & § > 3 $ 

3 Califor (regular board)......... + + +e ttt + + 

33 4 Dakota + + + + + + + + + + + + + * * + + + + + + 33 
++ + + ++ + + + + +t & 
due +++ + + + + + it et + 


This summary should be supplemented by direct communication with the 


Some states have additional pm for graduates of schools 
outside the United States and Can 
+, indicates reciprocal or cadasanant relationships have been estab- 
shed; .. indicates no reciprocal or endorsement relationships have been 
established, (See column-—“At the diseretion of the board.”’ 
t P, first papers required; @, in citizenship column § indicates full 
citizenship required, in other columns it implies a requirement. 
most cases there is a small additional registra- 
tion 


3. Year of practice after internship required. 

4. Internship accepted in lieu of one year’s practice. 

5. Professional practice required. 

6. All applicants must be pacnats of a medical school approved by 
the Medical Association 

7. Just preceding application. 

8. No heats science reciprocity—examination must be within the state. 

9. Basie science certificate required either by reciprocity or examina- 

won in addition to basie science subjects of National Board. 


Additional requisites, such as professional practice, 
oral examination and internship, are recorded, as is also 
the fee for a license without written examination. Citi- 
zenship prerequisites are mentioned. In some states 
physicians of Canadian birth are exempt from the 
citizenship requirement. This is indicated by a foot- 


note. Few states will accept graduates of foreign 


10. Canadian citizens are required to file first papers. 


12. Oral examination required when original license is ten or more 
years old. 


13. Applicant must have resided in the state used as basis of applica- 
tion for one year after date on said certificate, or show two years of 
licensed practice in some other state. 

14. Oral examination required. 

16, Actual practice for a period of three years immediately preceding 
date of application. 

17. Practical, clinical examination required. 

18. Foreign graduates only. 

19. Regular and Homeopathic boards. 

20. Reciprocity is extended to all states which accept Oregon 
licentiates on reciprocity basis. 

22. Fee same as applicant’s state charges if more than $50. 

23. Oral examination required if applicant's state requires it, 


templating locating in another state. The data recorded 
are intended to be merely a summary of licensure poli- 
cies. A physician using this chart for reciprocity 
purposes should supplement the information contained 
therein by direct communication with the executive 
officer of the licensing board of the state in which he is 
interested. 
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In table 10 are presented data pertaining to the 


credentials accepted as the basis for licenses granted 


without written examination in 1948. There were 7,584 
so registered on the basis of licenses issued by other 


Policies of Medical Licensing Boards 
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reciprocity or endorsement has been steadily increasing. 
In the last three years, however, the figures have more 
than doubled those of any previous year. 

The greatest number of licenses issued by this 


Reciprocates with, or Endorses Certificates Granted by Requirements 

n 

1 + + + + + + + ee + + + + * + + + + + + + ** + - a oe @ 14 4 50 * 1 
ee + . + + oe + oe . + . 7 + +37 15 lst P 50 ee 6 

co HHH HF i FH vo ov +17 1 Ist P 25 17,42 R 
15 + + + oe + + + + + + + + + oe ee + oe 14.7 25 42 15 
weet ere etre + co co +25 1* = ist 5022 a3 17 
) + + ** + + + + + ** + + + + + + ee + + + ef 14 Ist P a2 19 
+e ee eet + + + + it 55 21 
+ er tee + + + + + ee 0 75 17,42 22 
+ + + + + + + + + + + + + ** 0 100 29 
ee ee oe . ee . oe ee . . oe . 20,23 4-9,27 14 100 42,4 86 
. oe * * . * +14,, ae . +14 414 0 lst P 20 ee 38 
® 12° Ist P a2 48 
61 . oe oe . oe ee oe ee oe ee . ee 25 42,6 51 


secretary of the licensing board of the state in which the physician is interested. 


24. If the applicant passes the examination in the state from which 
he ogee after the completion of his internship, no practice is 


requ 
25, "iineaes in state with which Louisiana reciprocates required. 
> a accepted—considered equivalent to two years’ practice. 
5 


28. Fee for license on basis of | Retinal Board certificate, $25. 

29. A two year internship is accepted. 

30. Diplomates of National Board not required to have been in prac- 
tice for three years. 

31. Same as soaumed of Utah candidates applying for licensure. 

32. Clinical examination required. 

33. Reciprocity applicants only. 

34. Supplemental examination required in certain cases when accepting 
the examination of a state with whom reciprocal relations have not 
been established. 

35. May be licensed after a special (written) supplemental examination. 

36. Fee $50. 


states, the District of Columbia, the territories or pos- 
sessions, foreign countries, the certificate of the 
National Board of Medical Examiners, also the govern- 
ment services and special exemption. The number of 
licenses issued by this method again exceeded any pre- 
war year, although it was 98 fewer than the number so 
issued in 1947. The number of licenses granted by 


For matriculants after Oct, 15, 1937. 
ee, $20. 
Fee, $15. 
Permanent license withheld until completion of citizenship. 
iraduates of Soares medical schools effective Sept. 15, 1935, Cana- 
dian schools exempted effective Sept. 19, 1030. 
42. Graduates of foreign medical schools are aut accepted 
43. Graduates of foreign medical sehools must have fulfilled all 
requirements of prior to admittance examination for any 
certificate used as of California. 
Not applicable citizens of Can 
. Not required if country in which: ceidiotens is licensed will admit 
to go citizens of the United States licensed to practice in some 
state or on proof of requirements similar to those required by Cali- 
fornia of graduates of foreign medical oe 
‘ot required for licensure by reciproe 
47. Reciprocal licensure provisions provided i 1949 Legislature, effee- 
tive July 1, 1949. 


method was in California, where 1,270 were registered. 
New York issued 959. Two other states endorsed more 
than 300 candidates, namely Massachusetts, 392, and 
Texas, 371. Seven states endorsed more than 200. The 
largest number of candidates presenting the same type 
of credentials were the 2,474 physicians certified by the 
National Board of Medical Examiners, 


who were 
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103 
214 


PE 


Vermont......... 


& Puerto Rico. 36 
Totals......... 
Marginal Number 


Alaska, Hawaii 


Wyoming........ 


West Virginia.... 
Wisconsin........ 


Washington..... 


Virginia.......... 


Tennessee........ 


Pennsylvania.... 
Rhode Island.... 
South Carolina.. 
South Dakota... 


Oregon.........+- 


North Dakota... 
Oklahoma....... 


Montana....... 
Nebraska.. 

New Mexico...... 
North Carolina.. 
Ohio.... 


a 


Massachusetts... 
Mississippi....... 


Indiana.......... 
Kaneas........... 
Kentucky........ 
Louisiana........ 
Maine............ 
Maryland........ 


Dist. Columbia.. 


Connecticut...... 
Delaware......... 


Alabama......... 
Arizona.......... 
Arkansas........ 
California....... 1,270 
Colorado........ 


Reciprocity or 


Endorsement 


Marginal Number 
State Issuing 
License by 


. ‘ 
1 
194 
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registered in 42 states, the District of Columbia and 
Hawaii. Of these, 703 were certified in New York, 295 
in Massachusetts and 222 in California. 

There were 496 licenses issued in Illinois and 365 in 
New York presented to other states for endorsement 
purposes. The greatest number licensed in any one 
state presenting a like state license were 210 Illinois 
licentiates who secured licenses in California. Only 
167 California licenses were presented for reciprocal 
registration last year, while that state licensed on cre- 
dentials 1,279 physicians from other states. In contrast 
with California, 496 licentiates of Illinois were licensed 
in other states, while it endorsed 234 physicians. No 
physician holding a New Mexico license applied for 
registration in another state during the year, and only 
2 each from Idaho and Wyoming did so. 

One hundred and thirty-two medical officers of one 
of the government services received licenses by 
endorsement of their military credentials in eight states. 
Eleven physicians were licensed in three states on the 
basis of a license issued in one of the territories or 
possessions of the United States, 44 on the basis of 
Canadian or foreign licenses and 18 by _ special 
exemption. 

In table 11 are recorded the numbers from indi- 
vidual schools represented by the 7,584 reciprocity 
licentiates. Every approved medical school in_ the 
United States and Canada had graduates licensed with- 
out written examination in 1948. Three hundred and 
five graduates of Harvard Medical School were so 
registered. There were more than 200 graduates of 
four other schools who sought such licensure. This 
table reflects the movement of physicians to states other 
than the one in which they obtained their professional 
training. 

One hundred and nineteen graduates of forciga 
medical schools obtained endorsement of state licenses 
in eighteen states, the District of Columbia and Puerto 
Rico, and 136 graduates of schools no longer in opera- 
tion were registered by thirty-five boards. Sixty gradu- 
ates of unapproved medical schools or schools of osteop- 
athy secured similar licenses in thirteen states. 


Licentiates Representing Additions to the 
Medical Profession 

Licentiates of 1948 who received their first license to 
practice medicine and surgery during the year and 
therefore represent additions to the medical profession 
in the United States, Alaska, Hawaii and Puerto Rico 
are shown in table 12 (page 310). The figures in this 
compilation represent candidates examined in 1948 and 
licensed, some who were examined in previous years but 
whose licenses were withheld pending compietion of a 
required internship, citizenship and other technicalities 
and issued in 1948, and those without a state license who 
were during the year certified on the basis of the exam- 
inations of the National Board of Medical Examiners, 
government services, Canadian and foreign credentials. 
The majority represent recent graduates. 

There were 6,597 additions to the medical profes- 
sion in 1948 in the United States, Alaska, Hawaii and 
Puerto Rico. By reference to table 1 it can be noted that 
13,551 licenses were issued during the year, indicating 
that 6,954 had previously been licensed. The number of 
physicians removed by death in the United States, ter- 
ritories and possessions was 3,230.1 Thus the physician 
population in the United States was increased by 3,367. 
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It may be assumed that the 1948 figure represents 
many medical officers returning to the private practice 
of medicine on completion of their graduate training, 
which was curtailed by their entry into military service. 

Analyzing table 12, it can be noted that New York 
had the greatest number of first licentiates, 999. Cali- 
fornia. was second, with 505. Two states, Illinois and 
Pennsylvania, each added 460. Comparison with 1947 
figures shows increases in twenty-two states. Of the 
smaller states in terms of population increases over 
1947 figures ? were noted in Nevada, New Hampshire, 
New Mexico, North Dakota, Utah, Vermont and West 
Virginia, which suggests a measure of improvement in 
the distribution of physicians and likewise of medical 
care. 

The 6,597 licentiates constituting additions to the 
medical profession in the last calendar year represented 
4,903 who secured their licenses by examination and 
1,694 by endorsement of credentials. The latter were 
mainly physicians certified by the National Board of 
Medical Examiners. 

Increases in the physician population arranged in 
nine geographic divisions in the United States are 
shown in table 13. The Middle Atlantic and East 
North Central group of states added the greatest num- 
ber, 1,600 and 1,295, respectively. More than 500 were 
added in five other groups—New England 524, West 
North Central 650, South Atlantic 830, West South 
Central 555 and Pacific states 600. The East South 
Central states added 312, the Mountain states 158 and 
the territories and possessions 139. 

In the fourteen years from 1935 to 1948, inclusive, 
there were 87,134 physicians added to the medical pro- 
fession in the United States. Figures for each year 


* during this period are presented in table 14 (page 311). 


Of the 87,134 additions, 76,628 were licensed after a suc- 
cessful written examination and 10,506 by reciprocity or 
endorsement of credentials. In the same period 143,684 
licenses were issued, 88,097 by examination and 55,587 
by endorsement of credentials. These figures indicate 
that 56,550 licenses were obtained by physicians who 
had previously been- licensed to practice medicine and 
87,134 were actual additions to the medical profession. 

Estimated figures indicate that on April 15, 1949, 
the total number of physicians in continental United 
States was 202,516, of whom 151,888 were estimated 
as in private practice. The figure 202,516 includes 
licensed physicians engaged in full time research, teach- 
ing and administration. It also includes physicians who 
have retired, interns and residents in hospitals, and 
those in the government services. 


Licensure Under the Accelerated Program 
During 1947-1948 the medical school calendars of 
three schools in the United States and one in Canada 
were somewhat irregular as a result of the wartime 
accelerated program. One school plans to continue the 
accelerated program. The majority of physicians who 
obtained their professional education under this plan 
have experienced no difficulty in obtaining licensure. 
Premedical Training Requirement of 
Licensing Boards 
The minimum requirement of the Council on Med- 
ical Education and Hospitals for admission to approved 
medical schools since 1918 has been two years of 
college training. In 1938 the Council recommended 
that at least three years of college training be required 


i, J. A. M. A. 1389: 4 (Jan. 22) 1949, 


2. J. A. M. A. 187:7 (June 12) 1948. 
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TABLE 11.—Candidates Licensed by 
& 
3 
= > & 6 Bos 
SCHOOL 266608 & 8S 
ALABAMA 
1 Medical College of Alabama, Birmingham.................. ee ee 
ARKANSAS 
2 University of Arkansas School of Medicine, Little Rock.... 2 1 2 
CALIFORNIA 
8 Univ. of California Med. School, Berkeley-San Franciseo.. .. 1 3 4 3 
4 College of Medical Evangelists, Loma Linda-Los Angeles.. 6 1 12 1 3 2 Ga 2 2 
5 Univ. of Southern California School of Med., Los Angeles. 2 PA 2 ‘ 1 es So ae 
6 Stanford University School of Medicine, Stanford Univ.- 
COLORADO 
CON 'TICUT 
8 Yale University School of Medicine, New Haven............. 1 1 1 3 1 2 4 
DISTRICT OF COLUMBIA 
9 George Washington University School of Med., Washington .. 2 3 
10 Georgetown University School of Medicine, Washington... 1 1 in 11 1 
11 Howard University College of Medicine, Washington....... 1 6 1 3 
GEORGIA 
12 University of Georgia School of Medicine, Augusta......... 4 ‘ 1 
13 Emory University School of Medicine, Emory University... 4 1 1 1 
ILLINOIS 
14. Northwestern University Medical School, Chieago.......... 2 63 1 2 &@& 1 1 1 1 1 
15 Stritch School of Medicine of Loyola University, Chicago. 3 1 29 1 
16 University of Chicago, The Sehool of Medicine, Chieag 1 1 18 1 7 3 3 2 2 
17. University of Illinois College of Medicine 5 12123 4 as 6 17 4 2 1 1 1 3 
INDI ANA 
KANSAS 
20 University of Kansas School of Med., Lawrence-Kansas City os 20 «6 2 2 1 7 1 
KENTUCKY 
LOUISIANA 
22 Louisiana State University School of Medicine, New 7 1 8 1 1 1 
23 Tulane Univ. of Louisiana School of Med., New Orleans 2 261 7 1 2 
MARYLAND . 
24. Johns Hopkins University School of Medicine, Baltimore. . 4 13 4 6 1 
25 University of Maryland School of Medicine and College of 
Physicians and Surgeons, Baltimore.........0..........+-. 1 1 1 15 1 1 oe Siw 3 2 a pes 1 1 § 
MASSACHUSETTS 
MICHIGAN 
30 Wayne University College of Medicine, Detroit.............. ae 31 1 1 
MINNESOTA 
31 University of Minnesota Medical School, Minneapolis........ .. 3 2 
MISSOURI 
NEBR 
34 Creighton University School] of Medicine, Omaha........... 1 16 8 4 
35 University of Nebraska College of Medicine, Omaha.. ee 1 3 56 9 4 1 1 
NEW YORK 
37 Long Island College of Medicine, Brooklyn.................- 1 2 1 15 1 3 
39 Columbia University College of Physicians and Surgeons, 
40 Cornell University Medical College, New York............... 1 1 1 12 2 1 1 2 
41 New York Medical College, Flower. and Fifth Avenue Hos- 
42 New York University College of Medicine, New York........ 1 6 2 5 
NORTH CAROL 
46 Bowman Gray School of Medicine of Wake haere ees, 
47 University of College of Medicine, Cincinnati.. 1 1 2 9 2 
OKLAHOM 
OREGON 
LVANIA 
57 University of Pittsburgh Schoo! of Medicine, Pittsburgh.. .... 2 1 2 1 
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TABLE 11.—-Candidates Licensed by Reciprocity 


Marginal Number 
Alabama 
Arizona 


SCHOOL 


SOUTH CAROLINA 

Medical College of the State of South Carolina, Charleston 2 1 
TENNESSEE 
University of Tennessee College of Medicine, Memphis...... ll 1 
Meharry Medical College, Nashville.................. 
Vanderbilt University School of Medicine, Nashville 
TEXAS 

Southwestern Medical College, Dallas............ ote 
University of Texas School of Medicine, Gaiveston......... ‘6 
Baylor University College of Medicine, Houston............ 1 


28s 


& f2R 


UTAH 
University of Utah School of Medicine, Salt Lake City..... 
VERMONT 
University of Vermont College of Medicine, Burlington....  .. 1 
VIRGINIA 
67 University of Virginia Dept. of Medicine, Charlottesville... 5 
68 Medical College of Virginia, Richmond..................000. 1 
WISCONSIN 
69 University of Wisconsin Medical School, Madison........... 
70 Marquette University School of Medicine, Milwaukee........ 
CANADA 

71 University of Alberta Faculty of Med., Edmonton, Alta... 

72 University of Manitoba Faculty of Med., Winnipeg, Man.. 

73 Dalhousie University Faculty of Medicine, Halifax, N. 8S... 

74 University of Toronto Faculty of Med., Toronto 5, Ont.... 

75 Queen's University Faculty of Medicine, Kingston, Ont..... 

76 Univ. of Western Ontario Faculty of Med., London, Ont.. .. .. 
77 MeGill University Faculty of Medicine, Montreal, Que...... ws 3 
78 University of Montreal Faculty of Med., Montreal, Que... 

79 Laval University Faculty of Medicine, Quebec, Que 


8) Foreign Medical Faculties.................. 


Marginal Numbers 


ae ee ee 
2 1 ee 1 . 3 . ee 1 
15 11 ae 3 8 3 3 2 2 9 10 2 
12 4 1 2 1 
2 5 1 1 6 2 2 6 5 1 
9 2 3 1 2 2 4 1 | ae 
4 1 1 2 4 
6 1 2 
6 9 1 1 2 
ll 2 6 3 1 | eer 2 1 4 
ll 1 2 1 5 5 | ae 3 1 1 3 
15 1 2 3 9 2 1 8 1 
24 1 1 1 7 3 2 1 
1 1 oe 
9 ef 1 
1 
7 2 1 2 1 1 2 
1 
6 12 ef 4 1 1 4 1 2 1 
42 4 a ee a 7 4 2 1 2 1 1 1 
64 1,270 103 214 6 207 0 91 12 234 #1387 151 55 72 72 47 149 
4 5 6 7 8 9 10 11 WZ 1 4 6 6 17 8 19 


of all candidates for admission. With the exception of 
California, the state licensing boards (table 15), by 
statute in the majority of instances, require that an 
applicant for licensure must present evidence of having 
completed two years of college. For the session 1947- 
1948, seventy-five approved schools in the United 
States and three in Canada required for admission three 
er more years of college work. 


Required Internship 


The medical schools requiring an internship for the 
M.D. degree are shown in table 16. Six schools in the 
United States and four in Canada have this require- 
ment. 

The internship is a requirement for licensure by the 
state examining boards of twenty-four states, the Dis- 
trict of Columbia, Alaska, the Canal Zone, Hawaii, 
Puerto Rico and the Virgin Islands. Fifteen boards 
require the internship to be a rotating service. Puerto 
Rico has a two year rotating internship requirement. 
The boards enforcing this regulation are listed in table 
17. In addition, some states require the internship for 
graduates of medical faculties abroad and from reci- 
procity or endorsement applicants. 

The hospitals approved for intern training by the 
Council on Medical Education and Hospitals of the 
American Medical Association are generally acceptable 
in those states requiring an internship for licensure. 
The current list of approved internships was published 
in the May 14, 1949, issue of THE JouRNAL. 


Licensure Requirements for Interns and Residents 


In the majority of states, physicians serving intern- 
ships are not required to be licensed in the state in 
which the hospital where they are interning is. located. 
The legal requirements for physicians engaged in rest- 
dency training varies. Some states do not enforce a 
licensure regulation. A number of states, however, 
consider that residents are practicing medicine and 
require that such persons possess a license in the state. 
In some instances the boards permit a physician to 
engage in internship or residency training for a speci- 
fied period before obtaining licensure. The specifica- 
tions of each state are given in table 18. 


Professional Educational Requirements of 
Licensing Boards 

The medical practice acts or board rulings of several 
state medical boards state in terms of hours, weeks or 
months the length of the medical school academic year, 
as well as the total time in hours, weeks or months 
which must be spent in medical school. In other states 
the law or ruling reads that the professional educational 
requirement accepted for approval by the Council on 
Medical Education and Hospitals of the American Med- 
ical Association and the Association of American 
Medical Colleges is the regulation for licensure. Table 
19 outlines the requirement of each state in this respect. 
This table does not record the internship which is a 
requirement for licensure by thirty boards. (See 
table 17.) 
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82 Unapproved Schools and Schools of Osteopathy............. 1 
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Schedule of Written Examination Dates and 
Reciprocity Meetings 
The current schedules of state licensing boards for 
examination for medical licensure and meetings for the 
issuance of licenses by reciprocity and/or endorsement 
are given in table 20. Examination dates and reci- 
procity meetings have in recent years been scheduled 
by many states at more frequent intervals to assist 
physicians to commence the practice of medicine with- 
out delay. This is particularly true with regard to the 
issuance of licenses without examination. The increase 
in the number of applicants for licensure in the last 
three years has added greatly to the duties and respon- 
sibilities of licensing boards, and’ they are to be com- 
mended for the excellent spirit in which they have 
attempted to meet the demand. In some states tempo- 
rary permits are granted enabling physicians to begin 
the practice of medicine immediately. 


Licensure on Government Credentials 


In most of the states no provision is made in the 
medical practice act for the acceptance of government 
credentials as a basis for licensure without examination. 
Six licensing boards, however, will issue a license to a 
physician who has passed an examination for admission 
to the medical corps of the United States Army, Navy 
or Public Health Service. These states are California, 
Illinois, Texas, Utah, Virginia and Wisconsin. Legal 
residents of Pennsylvania who were qualified to take 


the state board examination but were prevented from 
doing so by reason of enlistment or induction into the 
military or naval forces of the United States are 
licensed without examination in that state. 


Temporary Permits 


The licensing boards of fifteen states and Puerto 
Rico provide for the issuance of temporary permits. 
These states, the length of validity of the permit and 
the number of permits granted during the last calendar 
year are shown in table 21. Florida, Nevada, North 
Carolina, Utah and Washington discontinued this serv- 
ice in 1948, while Alaska and Idaho were added to the 
list. In Idaho the regulation will become effective July 
1, 1949, In Nebraska and Virginia, temporary permits 
are available for reciprocity applicants only, while in 
Puerto Rico it applies to those in government positions. 


Annual Registration 


Thirty-one states, the District of Columbia, Alaska 
and Hawaii require physicians to register their licenses 
annually or biennially. In table 22 are listed the licens- 
ing boards which have such a requirement and the fee 
charged. Some of these boards require such registra- 
tion whether or not physicians reside in the state. The 
fee ranges from $1 to $10. Six states have a non- 
resident fee. Missouri and New York require biennial 
registration. Annual registration of medical licenses 
will be effective in West Virginia on July 1, 1949. 
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Candidates Examined, 1944-1948 

The numbers of candidates examined in the various 
states, territories and possessions in five years, 1944 to 
1948, inclusive, are recorded in table 23. For each year 
there is recorded the number who passed and failed 
licensing examinations. Totals for the five year period 
and the percentage of candidates who failed are also 

ven. 

: In this five year period 34,078 examinations were 
given. Of these, 30,461 were successful tests and 3,617, 
or 10.6 per cent, resulted in failures. New York gave 
the greatest number of examinations, 4,052. More than 


TasBLe 12.—Licentiates Representing Additions to the 
Medical Profession, 1948 


Reciprocity and 

Examination Endorsement Total 
eens 411 94 505 
Distriet of Columbia................. 29 65 94 
9 1 10 
430 30 460 
Kansas...... nibkeelenekebnetssnnnntiet 57 3 60 
57 6 63 
48 234 282 
es 3 5 8 
4 0 4 
New 7 24 31 
838 661 999 
104 19 128 
11 11 22 
] 12 11 23 
56 1 57 
41 4 45 
167 17 184 
0 1 1 
Alaska, Hawaii and Puerto Rieo..... 28 11 39 
4,903 1,694 6,597 


2,000 examinations were also given in California, IIli- 
nois and Pennsylvania, and more than 1,000 candidates 
were examined by the licensing boards of Florida, 
Louisiana, Minnesota, Missouri, Ohio and Texas. 

Massachusetts had the highest percentage of fail- 
ures owing to the fact that, by law, the licensing board 
admitted to its examinations the graduates of unap- 
proved medical schools and graduates of schools of 
osteopathy, many of whom repeatedly fail. The number 
failing in this state in 1948 was the lowest in the five 
year period and will probably still further decrease 
because of the closure of schools whose graduates con- 
stituted a great majority of the failures. Furthermore, 
the State Approving Authority has ruled that students 
matriculating after Jan. 1, 1941 in institutions not meet- 
ing the standards of this authority will not be eligible 
for licensure. 
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New York had a failure percentage in the five year 
period of 45.6. This state examines a considerable 
number of foreign trained physicians, many of whom 
are not successful in the first examination. Regula- 


TasB_e 13.—Licentiates Representing Additions to the Medical 
Profession Grouped in Geographic Divisions, 1948 


Reciprocity 
Exami- an 
nation Endorsement Total 
New England ; 
New Hampshire................. ° 7 24 31 
7 23 17 40 
48 234 282 
Rhode ‘ 12 11 23 
Connecticut... 28 89 117 
139 385 624 
Middle Atlantic 
402 58 460 
821 779 1,600 
East North Central 
Ohio 270 47 317 
430 30 460° 
218 10 228. 
6:6 167 17 184 
1,180 115 1,295 
West North Central 
232 12 244 
North 11 11 22 
South 9 0 9 
Sic 83 0 83 
57 3 60 
566 84 650 
South Atlantic 
9 0 9 
District of Columbia............ 29 65 as 
West Virginia.................... 27 6 33 
North 104 19 123 
South Carolina................5. 56 1 57 
ie 65 0 65 
710 120 830 
East South Central 
291 21 312 
West South Central 
Louisiana.............. 171 0 171 
73 1 74 
Texas........ 232 16 248 
684 655 
Mountain 
65 14 
New 3 3 6 
ue 41 4 45 
2 0 2 
132 26 158 
Pacific 
Washington...... 53 29 82 
California............. 411 U4 505 
5u2 132 654 
Territories and Possessions 
Alaska, Hawaii and 
o Rico 28 ll 3y 
Totals....... 4,903 1,604 6,597 


tions admitting certain graduates of unapproved and 
osteopathic schools to its licensure examinations also 
resulted in a high percentage of failures in recent years. 
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Connecticut, Florida, Maine, Nevada and New 
Hampshire had a failure percentage in five years of 
more than 10 per cent. On the other hand, thirteen 
states had no failures in five years and all other states 
fewer than 10 per cent. Wyoming did not have a single 
physician apply for licensure by examination in five 
years. 


TaBLe 14.—Licentiates Representing Additions to the 
Medical Profession, 1935-1948 


Reciproeity and 
Examination Endorsement Total 


shakes 3,759 501 6,260 
5.432 5 5,887 

76,628 10 87,134 


TaB_e 15.—Requirements of Premedical Training 
by Medical Licensing Boards 


Two Years or More of College 


Alabama Louisiana Oklahoma 
Alaska Maine Oregon 
Arizona Maryland Pennsylvania 
Arkansas Massachusetts Puerto Rico 
Canal Zone Michigan Rhode Island 
Colorado Minnesota South Carolina 
oo Mississippi uth Dakota 
Delaw Missouri Tennessee 
District of Columbia Montana Texas 
Florida ebraska Utah 
Georgia Nevada Vermont 
Hawail New Hampshire Virgin Islands 
daho New Jersey Virginia 
llinois New Mexico Washington 
Indiana New York West Virginia 
owa North Carolina Wisconsin 
Rises North Dakota Wyoming 
Kentucky Ohio 


One Year of College 
California 


TaBLeE 16.—Medical Schools Requiring an Internship 


UNITED STATES 


College of Medical Evangelists 

University of Southern California School of Medicine 
Stanford University School of Medicine 

Northwestern University Medical School 

University of Minnesota Medical School 

Duke University School of Medicine * 


CANADA 


University of Manitoba Faculty of Medicine 
Dalhousie University Faculty of Medicine 
University of Montreal Faculty of Medicine 
Queen’s University Faculty of Medicine # 


* Degree not withheld until internship completed. 
# Effective September 1947. 


These figures represent examinations given and 
not individuals. A candidate who tails more than once 
in a state in a given year is counted only once, but 
should he also fail in a succeeding year he is also 
counted in that state. A successful candidate securing 
a license in more than one state in a given year is 
counted in both states and likewise counted if he is 
passed at examinations in later years. These figures 


give only a fair approximation of the number of physi- 
cians added to the profession in five years by the 
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written examination method. Table 14 gives the cor- 
rect compilation of the number of physicians represent- 
ing additions to the medical profession. 


Tas_eE 17.—Medical Licensing Boards Requiring a One 
Year Internship* 


Alabama Michigant Puerto Rico} 
Alaska ontana Rhode Islandt 
Arizona Nevada South Dakota 
Cc New Hampshire Utaht 
New Jerseyt Ve + 

District of Columbia New Mexico Virgin Islands 
Hawaiit North Dakotat Washingtont 

daho Oklahoma West Virginia 
Tilinoist regon Wisconsin 

owat Pennsylvaniat Wyoming 


* Some states require the internship for graduates of medical faculties 
abroad and from reciprocity or endorsement applicants. 

+ Internship must be a rotating service. 

} Two year rotating internship required. 


Tape 18.—Licensure Requirements for Interns and 
Residents in Hospitals 


Licensure in State 
Required for 


Interns Residents 


1. Physician registered with state board may serve as intern not to 
exceed two years witnout licensure. 

2. May commence residency beiore licensure. 

3. Required by some hospitals. 

4. Registration with state board required. 

5. May have service of two years without licensure. 

6. May have service of three years without licensure, 


Registration of Physicians, 1904-1948 
A tabulation. of totals and percentages for forty-five 
years from 1904 to 1948, inclusive, is included in table 
24. This study contains figures pertaining to the num- 
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ber of physicians registered by written examimation 
and by recrprecity and/or endorsement of credentials. 
There is also shown the numbers who tailed annualiy 
m iorty-fiwe years, as well as the percentage of failures 
each vear and, lastly, the total annua! registration. 
Keviewmg the number of physicians Tegistered 
1904 reveals no defimite trend m eativer years. in 1918, 
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practice. In 1943 more physicians were registered than 
in any previous year. 
The number registered in 1946 was almost doutle 
the number Tegistered m 1945. Separation from service 
| a jarge number of medical officers and their ‘return 
to pTivate practice mn states other than those in which 
they were licensed accounts in large part for ‘this 


Taste Educationa! Requirements try Medica! Laceusme Roards 


Length of Medica! School Academic Year 


Tota! Time Spent in Medical Sehoo) 
(Registration to Gradvatien) 


Oslivernia = 
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however, there was a decrease of more than 1,200 from 
the previous year. This decrease was due to the sudden 
withdrawal of physicians and recent graduates from 
civilian life during World War I. After 1933 there was 
an upward trend for a time, followed by a decline in 
the years 1940 to 1943, inclusive. There was a notice- 
able increase in 1943 which was the result of the accel- 
erated curriculum and the universal effort on the part 
of the medical leaders of the country to maintain a 
steady flow of physicians for both civilian and military 


increase. This increase was also evident in 1947 and 
1948, although the numbers registered were fewer than 
in 1946. 

In 1904, the first year shown, the percentage of 
failures was 19.3. This was the era of proprietary 
medical schools. The percentage of failures gradually 
dropped each year until 1930, when 5. 7 per cent failed, 
With the migration of European physicians to. this 
country beginning in 1936 and the resultant licensure 
difficulties, the percentage of failures began to rise, 
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reaching another peak of 20.7 per cent in 1940. Begin- 
ning in 1944 there was a decrease in the numbers of 
foreign trained physicians and graduates of unapproved 
medical schools which has resulted in a reduction in 
the annual percentage of failures as contrasted with 
previous years. 

In analyzing this table it should be remembered that 
the figures refer to examinations given rather than 
individuals examined. 


Taste 20.—Schedule of Written Examination Dates and 
Issuance of Licenses by Reciprocity or 
Endorsement of Credentials 


Licenses by 
Written Reciprocity or 
Examination Endorsement Issued 
Alabama..........+... . Once Annually Continuously 
Semi-annually Continuously 
California Ficuadinseess Feb., June, Aug., Oct Six meetings annually 
Colorado.............. Semi-annually Quarterly 
Delaware............... Jan. ‘and J Jan. and July 
District ot Semi- Quarterly 
Florida.............. June and Nov. None 
June and Oct, Quarterly 
Jan. and July Jan. and July 
Quarterly Quarterly 
Indiana................ Annually—June Every 6 weeks 
sess June and Every 2 months 
Semi-annually Semi-annually 
June and Dee, June 
cb war., and Nov. Mar., July and Nov. 
aryland.............. Ju Continuously 
Massachusetts Mar., uly and Nov. Every month 
June and Oct. Continuously 
Quarterly Quarterly 
June and Dee, 
Miassouri............... Semi-annually Six to 8 times annually 
bat Semi-annually Semi-annually 
ebraska.............. Semi-annually Continuously 
Semi-annually Semi-annually 
New Hampshire........ Mar. and Dec. Mar. and Dec 
New Jersey soeee June and Oct. Monthly 
New Mexico,........... Semi-annually Semi-annually 
New York.............. Three times annually Continuously 
North Carolina........ June Five times annually 
North Dakota......... Jan. and July Jan. and July 
June and Quarterly 
Oklahoma............. Once annually Continuously 
Jan. and July Quarterly 
Pennsylvania... Jan. and July Monthly 
Rhode Island.......... Quarterly Quarterly 
South Carolina........ June and Nov, Monthly 
South Dakota......... Jan. and July Jan. and July 
Tennessee.............. Every 3 months Continuously 
Texas June and No June and Noy, 
Utah...... Once annually—July Quarterly 
Semi-annually Continuously 
Semi-annually Semi-annually 
Washington........... Semi-annually Semi-annually 
West Virginia.......... Quarterly Quarterly 
ae Twice annually Twice annually 
Wyoming.............. Quarterly Continuously 
Mar. and Sept Continuously 
Canal Zone............ s needed As needed 
awaii........ jddeaeces Jan. and July Continuously 
Puerto Rico............ Semi-annually Semi-annually 
Virgin Islands........ . Once Annually Once annually 


Graduates of Approved Schools and Others 
Registered, 1922-1948 

In table 25 the numbers of physicians registered 
are grouped in two categories, namely, graduates of 
approved medical schools and others. In the computa- 
tion of these figures, schools rated as class A and B 
by the Council on Medical Education and Hospitals of 
the American Medical Association since 1907 are 
classified as approved. In the column headed “Others” 
are included persons who graduated prior to 1907, 
when the first classification of medical schools was 
made by the Council, graduates of foreign faculties of 
medicine, class C graduates, osteopaths given recogni- 
tion by medical licensing boards, and graduates of 
schools not approved by the Council. In 1928 the 
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classification A, B and C by the Council was discon- 
tinued and a list of approved medical schools has since 


been maintained. 


In 1948 there were 13,424 candidates registered, 
of whom 12,721 or 94.8 ei cent represented graduates 


of approved schools and 


03 (5.2 per cent) were in the 


TABLE 21.—Temporary Permits, 1948 


Indiana 
Kansas 
Kentucky 
Louisiana 
Mississippi 
Nebraska 
New Hampshire 
New Jersey 

New Mexico 


Permits 

— Valid for: Granted 
Six mo 19 
Next meeting 66 
Next board 50 


Effective July 1, 

Policy to be established | 
Six months 163 
Next board meeting 

1-5 years (Limited License) 
Next board meeting 

Next board 

Until licensure is perfected 


Varies 

Four months 

Next board meeting 
Next board meeting 
Next board meeting 
Until 1950 


Total. 


1. Reciprocity applicants. 
2. Government positions only. 


second group. In the twenty-seven year period 236,527 
were registered, including 211,722 approved graduates, 
89.6 per cent, and 24,805 others, 10.4 per cent. For 
the period shown, more than 80 per cent of those 
licensed have been in the approved group. Until the 
influx of foreign graduates in 1936 and concessions 
made for graduates of unapproved schools and schools 
of osteopathy, those in the second group were fewer 
than 1,000. The number registered in 1948 was 315 
fewer than in 1947, 


Graduates of Unapproved Schools Registered, 
1943-1948 
Recorded in table 26 are data regarding graduates 
of institutions which do not measure up to the minimal 
essentials of an acceptable medical school as outlined 
by the House of Delegates of the American Medical 
Association and administered by the Council on Medical 
Education and Hospitals. This table shows the number 


TABLE 22.—States Requiring Annual Registration 


Fee Fee Fee 
Alaska............. $10 lowa...... $1 $3 
Arkansas.......... a lLouisiana.......... 1 
Oalifornia......... 2 Minnesota......... 2 Tennessee......... 
Connectie 2 Montana........... 3 
Dist. of 2 Nebraska.......... 1 
Florida..... 1 Nevada............ 2 Washington...... 5 
None New Mexico f West Virginia*... 2 
Haweaii............. 2 ew York *........ Wisconsin......... 3 
10 =North e Wyoming......... 2.50 
Indiana........ 


a. Residents $2, nonresidents #4. 

b. Residents $2, nonresidents $10. 
ce. Residents $5, nonresidents $10. 

d. Residents $5, nonresidents $1. 

e. Residents $, nonresidents $2. 

f. Residents $2, a $5. 

g. Effective July 1 
‘Biennial registration. 


registered as medical licentiates in the United States 
and Hawaii by written examination and by reciprocity 
and/or endorsement of credentials in the past six years, 
1943 to 1948 inclusive. Figures are given separately 
for these two groups. In the six years shown, nineteen 
states and Hawaii registered 1,176 by examination and 


State 
Alaska 
Arizona 
Georgia 
Idaho 
Virginia } 58 
West Virginia 16 
Puerto Rico 2 18 
4 
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23 by endorsement. In 1948, there were 176 registered, 
173 by examination and 3 without written examination 
in ten states, Arizona, Florida, Illinois, Massachusetts, 
Mississippi, Nebraska, New York, Ohio, Virginia and 
Washington. 

Illinois, which accepted for licensure the graduates 
of one school not approved by the Council until late 
in 1948, New York and Florida, which have made 
certain concessions, and Massachusetts licensed the 
largest number of graduates of unapproved medical 


Tas_e 23.—Candidates Examined, 1944-1948 


‘ Totals for 
1944 1945 1946 - 1947 1948 Five Years 

P F P PrP FPF? F %F 
20 0 2 0 20 0 97 16 2 176 
15 6 6 O 54 399 O 356 0 0.0 
California............- 458 14 467 11580 11508 10458 362,416 82 3.2 
79 6 O77 O % O 72 2 389 13 
Connecticut..........+- 34 18 31 12 10 49 17 3 F 24.1 
7 0 56 0 6 118 0 
District of Columbia... 26 2 20 1 41 O 39 O 33 3 159 6 3.6 
Bin cosvedscnsccss 130 9198 37 373 62 314 17 301 261,316 151 10.2 
125 1124 #0168 2129 0131 1 «677 4 05 
Idaho........ 5 O18 O 5 O 6 O O 200 0 00 
PEs éccccucsscboocs 218 25 415 31 751 33 605 16512 442,501 149 5.2 
126 16111 12 9 2° 706 30 4.0 
Iowa...... sneaviensesie 8 8 6 1 57 45 O 6 O 38 18 3.7 
Kansas > 179 0101 0102 0 8% O 67 O 535 0 00 
72 0 6 016 0% 0 O 470 0 00 
uisiana..... . 4208 1189 1229 14182 01,059 7 06 
3 3 9 8 43831 2 31 8 129 106 h2 
Maryland.............. 1 41938 8204 4175 6184 8 97 30 3.2 
Massachusetts......... 162 261 124 175 89 163 84140 65111 524 850 69.1 
Michigan......... 189 0194 0215 O116 OF 181 O 0 00 
Minnesota............. 197 0217 0313 O248 1 1,187 1 01 
0 4 0 O 47 O 272 0 06.0 
issouri.........+.++. 0258 41251 1265 O238 01,219 2 6.1 
Montana............... 3 0 2 017 0 8 0% 1 4 1 24 
Nebraska....... - 81211 7 %7 8 5 8 38 8 1 47 2 93 

New Hampshire........ 946120 410 01 1 & 10 15.2 

New 144611 9% 9116 5 88 13 22 404 

New Mexico............ ¢ 5 0 00 

New York..........000 454 362 287 247 427 386 610 482 426 371 2,204 1,848 45.6 

North Carolina........ 165 «620132 #1 «#%O118 1112 O 557 2 08 

North Dakota......... $3 04908 0 2% 0380 0 0.0 

329 25 325 13 340 10297 3322 71,613 3.4 

Oklahoma............. 72 0 O68 0 72 O 38 O 340 0 00 

15 3 % O 48 O 208 9 4.2 

Pennsylvaniu.......... 853 20426 13468 34387 3448 62627 45 146 

Rhode Island.......... 3 3 6 0 40 O 8 O21 0 112 3 2.6 

South Carolina........ 51 1 58 O O 5 OF O 1 03 

South Dakota......... 0 6 01 O 18 O 27 O 6 0 00 

237 #989198 2157 1148 O122 O 857 038 

Texas..... 303 7 266 «214 282 «13 262 331,341 TO 49 

158 9 39 #2174 2130 41386 4 637 21 31 

Washington........... 76 #0 3 «#40180 0116 O10 O 467 0 00 

West Virginia.......... 24 020 0 6 0 40 0 O 28 0 0.0 

Wisconsin.............. 74 O 9 ©0123 114 O182 7 618 8 12 

U. 8. Territories and 

Possessions.......... 03 27 #45 3 5 5 27 MW bl 

Totals Examined...... 6,816 5,930 7,610 7,162 6,560 34,078 

aes 6,010 5,343 6,856 6,412 5,840 30,461 

Pinirsceccuncasenen 806 587 754 750 720 3,617 

Pereentage Failed..... 11.8 9.9 9.9 10.5 10.9 10.6 


schools. In the latter state, the institutions referred 
to in the table were not granted approval by the State 
Approving Authority. Matriculants after Jan. 1, 1941 
are not eligible for licensure in Massachusetts. 


Graduates of Schools of Osteopathy Registered by 
Medical Examining Boards, 1943-1948 

In sixteen states and the District of Columbia during 
the last six years (1943-1948) graduates of schools of 
osteopathy have been granted the privilege of practicing 
medicine or surgery or both by the medical examining 
board. The states which have registered such tandi- 
dates and the numbers so registered are given in table 
27. There have been 1,278 such persons registered 
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since 1943, 975 by examination and 303 without exam- 
ination. In 1948 there were 213 so registered, 102 by 
examination and 111 by reciprocity by eleven medical 


Tas_e 24.—Registration of Physicians, 1904-1948 


Year Examined Passed 

7, 5,693 
7,178 5,688 
os . 8,040 6,373 
bv 7 5,731 
7,775 6,089 

7 5,865 
7,011 5,719 
ca 5,334 4,507 
4,878 4,151 
er 4,031 3,539 
4,727 4,028 
6,002 5,450 
5,770 5,314 
6,604 
1938...... 7,461 6,589 
7,754 6,493 
6,291 
7 6,057 
8, 7,488 
6,816 6,010 
7,610 6 
| 7,162 6,412 
6, 


Reciprocity 

Per- or Total 
centage Endorse- Regis- 
Failed ment tered 
19.3 1,005 6,698 
20.8 394 6,082 
20.7 1,502 7,875 
21.3 1,427 7,158 
21.7 1,284 7,373 
19.6 1,381 7,246 
18.4 1,640 7,359 
19.8 1,243 6,825 
20.5 1,273 6,740 
18.6 1,292 6,545 
21.5 1,489 5,818 
15.5 1,399 5,906 
14.9 1,353 5,504 
14.0 1,360 5,445 
13.2 1,047 4,231 
14.2 2,546 6,620 
15.3 2,558 6,620 
12.4 2,186 6,414 
12.2 2,073 5,612 
14.8 2,405 6,433 
11.8 1,923 6,679 
9.2 1,861 7,311 
7.9 1,955 7,269 
7.2 2,176 7,178 

6.7 2,228 7,318 
6.2 2,420 7,702 
5.7 2,366 7,621 
6.2 2,211 7,476 
7.6 1,886 7,133 
7.6 1,989 7,233 
8.4 2,161 7,789 
9.1 2,194 8,063 
10.0 2,773 8,996 
10.0 3,205 9,809 
11.7 2,956 9,545 

16.3 2,872 

20.7 2,866 9,167 
19.7 2,760 8,817 
164 2,469 8,588 
10.9 2,340 9,823 
11.8 2,596 8,606 
9.9 3,621 8,964 
9.9 9,669 16,525 
10.5 7,682 14,094 
10.9 7,584 424 


TABLE 25.—Graduates of Approved Schools and Others 
Registered, 1922-1948 


Graduates 
of Approved 


ools 
A 


Others 


Per Cent Per Cent 
Number of Total Number of Total Totals 


1088... 4,519 
BEB. . 5,196 
5, 
6,314 
6,441 
6,410 
WD... 70H 
6,932 
6,676 
6,774 
7,172 
7,360 
7,933 
8,391 
8,315 
BOD. 8, 
7,781 
7,768 
1942... 7 
7,736 
8,232 
Titi Ti 15,692 
13,076 
12,721 


1,003 
1,237 


Vil 
194 

80.5 19.5 5,612 

80.8 19.2 6,433 

85.1 14.9 6,679 

86.4 i 13.6 7,311 

88.7 11.3 7,269 

89.4 768 10.6 7,178 

90.1 733 9.9 7,318 

9.1 610 7.9 7,621 

92.8 7.2 7,476 

92.1 457 6.3 7,133 

93.7 459 6.3 7,233 

92.1 617 7.9 7,789 

91.3 693 8.5 8,053 

88.1 1,063 11.8 8,996 

85.5 1,418 14.4 9,809 

87.1 1,230 12.9 9,545 

86.2 1,298 13.8 9,365 

&5.0 1,376 15.0 9,157 

87.9 1,049 11.9 8,817 

84.9 1,298 15.1 8,588 

87.9 1,188 12.2 9,828 

89.8 870 10.1 8,606 

91.8 732 8.1 8,964 

94.9 835 5.1 16,527 

93.0 1,018 7.0 14,004 

94.8 703 5.2 18,424 

211,722 89.6 24,805 10.4 286,527 


VotumeE 140 
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MEDICAL LICENSURE 
licensing boards, Colorado, District of Columbia, Mas- 
sachusetts, New Hampshire, New Jersey, New York, 
Ohio, Oregon, Texas, Virginia and Wisconsin. 
Following is a summary of the situation in the sixteen 
states and the District of Columbia providing for the 
licensing of osteopaths by the medical examining board. 


TABLE 26.—Graduates of Unapproved Medical Schools 
Registered, 1943-1948. 


Examination Reciprocity & Endorsement 3 

{043 1944 1945 1946 1047 1945 1043 1944 1945 1946 1047 1048 © 
Arizona........ 0 0 0 0 0 0 #«0 0 0 2 0 1 3 
Florida........ 0 0 0 1 11 2 0 0 0 0 0 0 37 
Massachusetts.177 102 38 24 37 2% 0 0 0 0 0 O 404 
Mississippi..... 0 1 0 4090 8 0 0 0 0 0 90 8 
Missouri....... 1 1 oO oO 3 
New Hampshire0 0 0 0 1 0 0 0 1 0 0 90 2 
New Mexzico.... 1 1 00 1 0 80 @ 3 
New York...... 8 ¢. 83 2.88 
Washington... 0 0 0 2 4 1 0 0 0 0 0 90 7 
Wisconsin...... 0 0 0 080 6 0 1 0 1 0 0 0 2 
Totals....... 240 153 156 204 250 173 1 #2 «WW 7 =O 8 1,199 


In 1947, Alabama registered a graduate of a school 
of mechanotherapy. 

In Colorado an osteopath receives a license to practice 
medicine. In Connecticut any registered osteopath may 
practice either medicine or surgery or both, as the case 
may be, if he passes a satisfactory examination before 
the medical examining board. In Delaware osteopaths 
are licensed as “osteopathic physicians.” In the District 
of Columbia osteopaths are granted the right to practice 
surgery. In Indiana the licenses issued to osteopaths 
under a 1945 amendment to the medical practice act 
authorize the holders to practice medicine and surgery. 
Licentiates in osteopathy prior to 1945 have now been 
authorized to practice osteopathy, surgery and obstet- 
rics. In Massachusetts the medical practice act, by 
definition, includes osteopathy in the practice of 
medicine and does not differentiate the type of license 
issued to an osteopathic applicant. According to a law 
passed in Nebraska in 1943, “any person now licensed 
to practice osteopathy may, if application was made 
prior to July 1, 1948 and upon payment of the pre- 
scribed fee, take the first regular examination given 
after the application is made before the Board of Exam- 
iners in Medicine. If successful, he or she shall 
receive a license to practice medicine and surgery in 
the state.” In New Hampshire osteopaths are granted 
the right to practice medicine and surgery. 

New Jersey provides that osteopaths licensed prior 
to November 1, 1941 who furnish proof prior to that 
date of having served for a period of two years as an 
intern or resident surgeon in an osteopathic or medical 
hospital approved by the board of medical examiners, 
of having completed a postgraduate course of two years 
in a college of osteopathy or medicine approved by the 
board or of having had at least three years of practice 
in a hospital approved by the board can be admitted 
to an examination in pharmacology, therapeutics and 
surgery and, if successful, can obtain a license to prac- 
tice medicine and surgery. Since 1941 all osteopathic 

applicants who have met the requirements of the medi- 
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cal practice act have been licensed to practice medicine 
and surgery. 

In New York a law approved April 10, 1946 provides 
that any osteopathic licentiate who had obtained the 
additional right to use instruments for minor surgical 
procedures and to use anesthetics, antiseptics, narcotics 
and biologic products or any applicant who has met or 
shall meet all the preliminary and professional require- 
ments as required as of Sept. 1, 1936 and has satis- 
factorily passed or shall satisfactorily pass the regular 
medical licensing examination shall be granted the right 
to practice medicine without limitation as defined by 
the statutes of the State of New York. | 

A law passed in Ohio in 1943 gives osteopaths who 
obtain their licenses under that act the right to practice 
osteopathic medicine and surgery. In Oregon they 
are granted the right to practice “in the subjects” 
covered by the examination, which includes surgery. 
The medical practice act of Texas provides for the 
issuing of a license to practice medicine only, and osteo- 
paths are issued licenses unrestricted in scope. In 
Virginia osteopaths may obtain the right to use drugs 
and perform surgery with the use of instruments if 
they satisfy the board of medical examiners that they 
are qualified to do so. Wisconsin grants osteopaths 
the privilege of practicing surgery, and in Wyoming 
the statutes contain no specific provision for the licens- 
ing of osteopaths. The medical practice act of the 
latter state provides that the certificate issued to all 
applicants “shall be deemed licenses to practice medicine 
in all branches in which the applicant has taken exam- 
ination in the state.” 


Licensure of Foreign Trained Physicians 
The Council on Medical Education and Hospitals 
does not grade or classify medical schools outside the 
United States and Canada. It does not attempt to 
evaluate institutions which it is not in a position to 
visit to determine whether they meet the minimal essen- 


TasLe 27.—Graduates of Schools of Osteopathy Registered 
by Medical Boards, 1943-1948 


Examination Reciprocity & Endorsement 3 

1943 1944 1945 1946 1947 1948 1943 1944 1945 1946 1947 1948 & 
Colorado...... 4 5 0 0 0 0 0 O 44 
Connecticut... 5 &§ 2 6 8 0 0 
Dist.Columbia 0 0 0 0 90 0 0 0 1 1 #414 2 5 
Nebraska...... 1 0 0 O W 
New Hampshire 0 3 60 1 6 15 
New Jersey.....18 699 83 806 0 23 83 
Oregon 0 0 0 v0 0 1 3 8 14 12 4 8 62 
18 38 2 42 38 3 2 1 1 0 oO 1 208 
Wisconsin...... 6.90 1 1 3 2 16 6 U 11 3 6 69 
Totals....... 227 165 100 158 214 102 27 24 3 45 111 += « 57 1,278 


tials of an acceptable medical school as outlined by the 
Council. This was true even before the war. 

For a period of twelve years beginning in 1926 the 
credentials of physicians coming from abroad were 
verified by the Council through official correspondence 
with the medical schools directly or through the diplo- 
matic services. Prior to the onset of the war in Europe 
it was necessary to discontinue this effort, and on the 
licensing boards rests the responsibility of evaluating 
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the credentials presented by these graduates. In the 
1942 edition of the American Medical Directory a sym- 
bol in the biographic data of foreign graduates indicates 
when the information given is the licensing board’s 
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the problem of evaluation of foreign credentials sub- 
mitted by physicians and students from foreign 
medical schools. This committee has held several 
meetings and on March 25, 1949 stated* that the 


Tape 28.—Requirements of Candidates for Medical Licensure on the Basis of Credentials Obtained in Countries Other Than the 
United States and Canada 


8 88 2 
Es Ess s s¢ 8 

ices ee x ee 10 1 

x x x ee x x 25 2 

Connecticut... x 2 oe 3 

Nistrict of Columbia.......... x x is x x ie 5 

bedi x x x oe x 25 6 

Georgia...... Not accepted 

x x ee ee x 25 7 

x we x x x 26 8 

Not accepted 

Maine....... pietntdtpkhedoie ows x x x ae x ee 27 10 

Massachusetts................. x Ist P 25 ee 

x x x x x 25 7 

cs cis sec x x x we > 

x x oe x oe 10.25 .. 

x x os x ee 15 13 

Not accepted 

x x x x on 25 13 


x. Implies Yes. 


* Refer to chart “Reciprocity and Endorsement Policies’’ for further 
ata. 
1. Certificate of National Board of Medical Examiners required. 

2. (a) Citizenship waived if country in which applicant is licensed will 
admit to licensure citizens of the United States. (b) Acceptable for 
reciprocal registration if license submitted was granted on same 
standards as in effect in California on the same date and on com- 
pletion of an oral, clinieal and written examination, (c) Rotating intern- 
ship in approved hospital in United States or completion of senior year 
in approved medical school in United States. 

3. Effective July 1, 1948, physicians who have graduated from medical 
schools located outside of the United States, Canada or the British Isles 
subsequent to Jan. 1, 1940 not eligible. 

4. Residence of one year in Delaware required. 

5. (a) Aceeptable for reciprocal registration if similar privileges are 
accorded licentiates of District of Columbia by licensing agency or juris- 
diction from which the applicant comes, (b) Regulations cited refer 

to graduates of Canadian schools. 

6. Senior year in an approved medical school in the United States or 
Canada, possess the degree of Master of Public Health from an 
acceptable school, or satisfactorily complete a one year’s assistant 
residency, residency or fellowship in an approved hospital in the United 
States accepted as further training. 

7. Further training—-Completion of senior year in approved medical 
school in the United States. 

8. Further training—Internship or cne year in medical school in the 
United States. 

9. (a) Applicant must be licensed to practice medicine and surgery 
in country in which school of graduation is located, otherwise required 
to complete senior year in approved medical schoo] in United States. 
(b) In lieu of internship, certificate from three graduates of 


cents medical school licensed to practice medicine in United States 
accepted. 


record of the credential accepted as meeting the educa- 
tional qualifications for licensure. The absence of the 
symbol may be interpreted to indicate that official veri- 
fication is on file in the office of the Council. 

A committee composed of representatives of nineteen 
interested organizations has been formed to consider 


3. 
$8 S35 a eae aS 28 ° 
Estes 8 
New Hampshire............... x x ee x 


x S ee ee 2 8616 
North Carolina................ Not accepted 

North Dakota...........secees x ee x ee x x 25 17 
Not accepted 

Not accepted 
co MRP ee 23 19 
Rhode x x x 20 2 
South Carolina................ Not accepted 

South Dakota............... .. Not accepted 22 

x x ee ee ee 2% 21 

Not accepted !* 

x x x oe x 30 


10. (a) Applicant must be licensed to practice medicine and surgery in 
country in which school of graduation is located, otherwise required to 
complete senior year in approved medical school in United States. 
(b) No applications accepted from countries other then England (certain 
schools), Lreland, Scotland and Australia. 


an These requirements apply also to graduates of medical schools of 
anada. 


12. Applicants considered individually. 
13. At the discretion of the licensing board. 


14. Diplomates of National Board of Medical Examiners eligible on 
basis. 


a. top Cee completed in foreign countries after July 1, 1934 not 
cme (b) Matriculants of medical schools of Europe and Asia 
after Nov. 19, 1941 not accepted. (c) Graduates of medical schools of 
South American Republics, Mexico and Ouba not accepted, 


16. Matriculants after Jan. 1, 1940 not accepted. 

17. License to practice medicine and surgery in country in which school 
of graduation is located, otherwise —— to complete senior year in 
approved medical sehool ‘in United S 

18. Applicants limited to Ce al schools of Great Britain. 


19. Medical education completed in foreign medical schools since 1941 
not acceptable. 


20. (a) Matriculants in foreign medical faculties subsequent to Jan. 
1949 not acceptable, (b) Applicant must be licensed to practice medicine 
and surgery in country in which school of graduation is located 


21. European graduates after 1939 limited to English speaking schools. 


22. Enabling legislation passed in 1949 permits y~-Y> of graduates 
of foreign medical faculties under regulation to be set up by new Board 
of Medical and Osteopathic Examiners which saievah | Bowed of Health of 
medical licensing duties. 


various agencies concerned should unite their resources 
and devise a satisfactory method for securing reliable 
information concerning foreign medical schools at the 
earliest possible date. When such information is 


obtained, it should be possible for the accrediting agen- 


3. J. A. M. A. 139: 16 (April 16) 1949, 


i, . 


| 
V 
194° 
Virgin Islands................. Not aecepted 


19 


VotumeE 140 
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cies to prepare a list of foreign medical schools whose 
graduates may be considered to have training compar- 
able to that offered by medical schools in the United 
States. 

The present requirements for candidates seeking 
medical licensure in the United States, Alaska, Hawaii, 
Puerto Rico and the Virgin Islands on the basis of 
credentials obtained in countries other than the United 
States and Canada are given in table 28. Twenty-one 
states and the Virgin Islands reported that the holders 
of such credentials are not eligible for licensure. Seven- 
teen states, Alaska, Hawaii and Puerto Rico require 
full citizenship and eight states require naturalization 
papers as a condition precedent to taking the examina- 
tion for licensure. The District of Columbia, Indiana 
and Michigan make no reference to citizenship. In 
some states the recognition or nonrecognition of for- 
eign-trained physicians is by board ruling; in others the 
provision is by statute. Nine states and Alaska which 
will admit foreign graduates require a certificate from 
the state board of examiners in the basic sciences. 


Taste 29.—Physicians Examined on the Basis of Credentials 
Obtained in Countries Other Than the United 
States and Canada, 1930-1948 


Numbe Percentage 
Year Passed Failed 

167 92 44.9 
182 96 47.3 
285 170 40.2 
1,164 716 38.5 
1,717 698 59.2 
1,081 518 49.8 
636 308 51.5 

co 15,156 7,855 48.1 


Sixteen states, the District of Columbia, Alaska, 
Hawaii and Puerto Rico require that the foreign- 
trained physician serve an internship in a hospital in 
the United States before examination for licensure. 
Additional qualifications are given in footnotes of the 
table. 

Figures relating to foreign-trained physicians exam- 
ined for medical licensure in the United States in 1948 


are presented in table 30. These statistics represent 


both American and foreign-born physicians educated in 
countries other than the United States and Canada. 
Graduates of 85 faculties of medicine and 3 licensing 
corporations of eighteen European countries and 20 
schools of thirteen other countries were examined. The 
number examined totaled 636 and were tested in 
twenty-seven states, the District of Columbia and 
Puerto Rico, The number who were successful was 
308; failures numbered 328 or 51.5 per cent. Gradu- 
ates of the University of Vienna represented the largest 
group from any one school, 76, who were examined in 
ten states, with a failure percentage of 48.7. Fewer 
than 31 of the graduates of any other school were 
tested. 

The greatest number of foreign-trained physicians 
examined for licensure last year by any one state was 
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417 in New York, of whom 178 passed and 239 (57.3 
per cent) failed. No other state tested more than 60 
of these physicians. 


Table 29 records the number of foreign-trained 
physicians examined for medical licensure in the United 


OFFICERS OF STATE BOARDS OF MEDICAL 


EXAMINERS 

Pe eer Dr. D. G. Gill, 519 Dexter Avenue, Montgomery 4. 
Dr. J. H. Patterson, 234 N. Central Ave., Phoenix. 
Arkansas ........... Dr. L. J. Kosminsky, Texarkana 

California .......... Dr. N. Scatena, 1020" N Street, Sacra- 
Sere Dr. W. W. King, 831 Republic Bldg., Denver 2. 
Connecticut ......... Dr. Cre Creighton Barker, 258 Church Street, New 
Delaware ........... Dr. J. “s. McDaniel, 229 S. State Street, Dover 


District. of Columbia. . 


Dr. G. C, Ruhland, 4130 E. Municipal Building, 
Washington. 

Dr. Frank D. Gray, 12 N. Rosalind Avenue, 


Coleman, 111 State Capitol, Atlanta 3. 
Miss Estella S. Mulliner, 355 State House, Boise. 
DE ‘wenndsdedsees Mr. Noble J. Puffer, Capitol Building, Springfield. 
Dr. Paul R. Tindall, 1138 K of P Building, 
Indianapolis 4. 
Dr. M. A. Royal, 506 Fleming Building, Des 
J. F. Hassig, 905 N. Seventh Street, Kansas 
y 
er Dr. Bruce Underwood, 620 S. Third Street, Louis- 
Louisiana ........... Dr. R. B. ag 1507 Hibernia Bank Building, 
New Orleans. 
Dr. A. P. 192 State Street, Portland. 
Dr. Lewis P. Gundry, 1215 Cathedral Street, 
Baltimore 
Massachusetts ....... Dr. bony 9 L. Schadt, 413 E. State House, 
Bo 
Michigan ........... Dr. J..E. MelIntyre, 100 W. Allegan Street, 
Lansing 
Minnesota ........... Dr. J. F. DuBois, 230 Lowry Medical Arts Build- 
ing, St. Paul 
Mississippi .......... Pr. Felix J. Underwood, Jackson 113. 
Missouri ............ Mr. John A. Hailey, State Capitol Building, 
Jefferson City 
Montana ............ G. Klein, First National Bank Building, 
elena. 
Mr. Oscar F. Humble, Room 1009, State Capitol 
Lincoln. 
Dr. H. Ross, N. Curry Street, Carson City. 
New Hampshire...... Dr. john S. Wheeler, 107 State House, Concord. 
New Jersey.......... Dr. E. S. Hallinger, 28 West State Street, Trenton. 
New Mexico......... Dr. V. E. ee, 141 Palace Avenue, Santa Fe. 
Wew TORR. ....ccsccs Dr. J. L. Lochner, 23 S. Pearl Street, Albany. 
North Carolina....... Dr. Ivan 226 Street, Raleigh, 
North Dakota....... . Dr. C. J. Glaspel, Grafto 
cay baw dons Dr. H. M. Platter, 21 West Broad Street, Colum- 
bus 
Oklahoma .......... ‘ 7 Fr C. Gallaher, 813 Braniff Building, Okla- 
oma City. 
‘Howard I. Bobbit, 608 Failing Building, 
Pennsylvania ....... Mrs. M. G. Steiner, 351 Education Building, 
Harrisburg. 
Rhode Island....... . Mr. Thomas B. Casey, 366 State Office Building, 
South Carolina....... N. B. " Heyward, 1329 Blanding Street, 
Columbia 
South Dakota........ Dr. G. J. Van Heuvelan, Capitol Building, Pierre. 
Tennessee ........... Dr. A? W. Qualls, 1635 Exchange Building, Mem- 
p 
Dr M. Crabb, Medical Arts Building, Fort 
ort 
Mr. W. R. McEntire, 324 State Capitol Building, 
Salt Lake City. 
Vermont ............ Dr. F. J. Lawliss, Richford. 
Dr. K. D. Graves, 631 First Street, S.W., Roanoke. 
Washington ......... Mr. Edward C. Dohm, Olympia. 
West Virginia........ Dr. N. H. Dyer, State Capitol, Charleston 5. 
Wisconsin .......... Dr. C. A. Dawson, Tremont Bldg., River Falls. 
Wyoming ........... Dr. Franklin D. Yoder, Capitol Bldg., Cheyenne. 
SERPS Dr. W. M. Whitehead, Box 140, Juneau. 
Canal Zone.......... Dr. M. C. Stayer, Balboa Heights. 
Dr. S. E. Doolittle, 881 S. Hotel St., 53. 
Puerto Rico......... Mr. Luis Cueto Coll, Box 3717, Sant 
Virgin Islands....... Dr. Christian Moorehead, Charlotte 


States in nineteen years (1930 to 1948). In this period 
15,156 were examined, of whom 7,855 passed and 48.1 
per cent failed. At no time in this nineteen year period 
did fewer than 30.7 per cent jail. In 1936 the number of 
foreign-trained physicians began to increase, and by 
1940 there were over three times as many tested as in 
1936. Since 1940 there have been annual decreases, 
but the annual total still is greater than the 1936 
figures. 
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MEDICAL LICENSURE 
BOARDS OF EXAMINERS IN THE 
BASIC SCIENCES 


A basic science law provides for the establishment 
of a board of examiners and requires that each person 
who desires to practice the healing arts appear before 
that board and demonstrate his knowledge of the basic 
sciences. Such boards are distinct from licensing boards. 
A certificate of proficiency in the basic sciences does 
not authorize the possessor to practice the healing 
art; it enables him only to apply for licensure. 

A basic science certificate is a prerequisite for 
licensure in seventeen states, the District of Columbia 
and the Territory of Alaska. The states comprising this 
group, together with the year of enactment of their 
basic science law, are recorded in table 31. 

The subjects in which examinations are given are 
specified in the law. Table 32 lists the states and the 
subjects in which examination is required. These sub- 
jects are not uniform, although all boards examine in 
anatomy, pathology and physiology, seventeen examine 
in chemistry, fifteen in bacteriology, nine in hygiene, 
two in diagnosis and one in public health. The laws 
in some states provide for certification without exam- 
ination by the endorsement of a basic science certificate 
issued in another state and the acceptance of successful 


TABLE 31.—States Having Basic Science Laws and 
Year of Enactment 


1925 Rhode Island...............- 1940 
District of Columbia........ 1929 South Dakota.............¢. 1939 
1927 


examinations in the required subjects given by a state 
licensing board or the National Board of Medical 
Examiners, 

The results of examinations given and the number 
of certificates issued on the basis of reciprocity or 
endorsement as reported by the basic science boards 
are shown in tables 33 and 34. The laws do not specify 
that a candidate reveal his school of practice. The lists 
submitted by the respective boards, however, have been 
checked with the biographic records of physicians and 
medical students maintained by the American Medical 
Association and with various directories. In this way 
it has been possible to determine the profession of the 
majority of candidates. By this means the figures have 
been tabulated in four groups; namely, physicians and 
medical students, osteopaths, chiropractors and unclassi- 
fied applicants. The latter category include those for 
whom it was not possible to determine the profession 
represented. In Rhode Island, however, the unclassified 
group represent doctors of dentistry. It is probable 
that others in this unclassified group include osteopaths, 
chiropractors and naturopaths who have not been 
identified by the reference material available. 

The nineteen-boards in operation in 1948 examined 
3,947 candidates. The numbers examined in the four 
groups named are shown in table 33. Physicians 
and medical students represent the greatest number 
examined, There were 3,000 in this group. There were 
also examined 173 osteopaths, 216 chiropractors and 
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438 in the unclassified group. Of all applicants 23 
per cent failed, of the physicians and medical students 
examined 13.3 per cent failed, osteopaths 38.7 per cent, 
chiropractors 65.2 per cent and unclassified 41.3 per 
cent. The basic science board of Florida examined the 
greatest number, 609, representing 533 physicians and 


TaBLe 32.—Subjects Included in Basic Science Examinations 


Examinations Required in 


Anat- Bacteri-Chem- Diag- Hy- Pathol- Physi- Public 


omy ology istry nosis giene, ogy ology Health 
Alaska......... + + + + + + ow 
Arizona........ + + + + + + ee 
Arkansas...... + + + se + + ry 
Colorado...... + + + 
Connecticut.... + a in + + + + ee 
Dist. Columbia + + + <b ee + + ee 
Florida,....... + + as + + 
+ + + + + + 
Michigan....... + + + as + + + + 
Minnesota..... + + + oe + + + << 
Nebraska...... + + + ae + + + 
New Mexico.... + + + ss i + + 
Oklahoma..... + + + <a et + + 
Oregon......... ae + 
Rhode Island... + + és ee + + 
South Dakota. + + + ee ee + + 
Tennessee...... + + + + bs + + 
Washington... + ‘3 + ba + + + 
Wisconsin...... + es + + + + 


TABLE 33.—A pplicants Examined in Basic Sciences, 1948 


c= 
a2 a 3 3 
= 3 a = an a 
P F P FP P F 
2100 0 0 0 6 3 
100 17 1 0 0 0 8 38 189 #169 106 
Connecticut............. 140 4414312 2 «0 0 150 148 7 
Dist. of Columbia...... 20 300000 0 28S 28 . 8 13.0 
412121 4 6 0 5 3 26 451 158 24.4 
ch 140 27 64 49 25 75 95119 594 324 270 45.4 
233 47 42 103 6 21 168 
Minnesota.............. 23 018 0 2 0 5 O 418 331 &87* 208 
7383 23 0 0 0 0 0 101 78 23 228 
New Mexico............. 72 0 0 0 O F2 722 O 00 
Oklahoma.............. 6 10 0 0 0 0 0 90 96 86 10 10.4 
Ee Pee 14 42 0 1 0 O 19 20 196 1383 68 821 
Rhode Island ¢.......... Sis £42 81 (123 
South Dakota.......... 71 47 39.8 
Tennessee............... 183 48 0 0 0 O 5 1 237 188 49 206 
Washington............ 270 31 6 6 O 28 OF 0 315 26 8 12.3 
Wisconsin............... 1! 21 0 24 174 147 
Total—Examined..... 3,000 173 216 438 3,947 
Totals—Passed ...... 2,601 106 75 256 3,038 
Totals—Failed........ 399 67 141 1s2 909 
Percentage Faikd.... 13.3 88.7 65.2 41.3 23.0 


ba pgm of practice undeterminable since names of failures not 


supplied. 
t Figures in unclassified column refer to doctors of dentistry. 


76 others with 24.4 per cent failures. Iowa, Michigan 
and Minnesota examined more than 300. The percentage 
of failures in these states was 45.4, 16.8 and 20.8, 
respectively. New Mexico reported no failures. The 
percentage of failures for physicians and medical stu- 
dents seems rather high, particularly when compared 
with the extent of failures before the state examining 
boards of the respective states. 
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It is the policy of the Arizona and Minnesota boards 
in reporting results of its examinations to omit the 
names of applicants who fail examinations. The number 
who fail are therefore recorded only in the total column. 

Physicians or medical students were examined in 
all states, osteopaths in twelve states and chiropractors 
by ten boards. 

Twelve boards granted basic science certificates 
without examination, by reciprocity, endorsement, 
waiver or exemption. There were 1,418 certificates 
awarded by this method in 1948. By both examination 
and endorsement, 4,456 certificates of proficiency were 
issued. The number of successful candidates in these 
two groups are recorded for each state in table 34. 
Among the successful candidates were 3,670 physicians 
or medical students, 218 osteopaths, 137 chiropractors 
and 431 others. 

Table 35 records the number of candidates examined 
and the number certified without examination by basic 
science boards in twenty-two years, 1927 to 1948 
inclusive. In 1927, when five boards were functioning, 
there were 305 physicians examined, of whom 8.5 per 
cent failed, and 22 others, of whom 31.8 per cent failed. 
In 1948 there were examined 3,000 physicians with 
13.3 per cent failures and 827 others, of whom 47.1 
per cent failed. 

In twenty-two years, 31,566 physicians and medical 
students were examined, of whom 26, were slc- 
cessful in their examinations. In the same period 5,080 
other practitioners were tested and 2,627 were successful. 
By both examination and endorsement there were 34,100 
physicians or medical students issued certificates in 
twenty-two years and 4,247 certificates were issued to 
other practitioners. 

Basic science laws have been enacted in order that 
all who seek to care for sick and injured persons can 


Taste 34.—Basic Science Certificates Issued by Examination, 
Reciprocity and Endorsement, 1948 


Reciprocity, 
Examination Endorsement or Waiver 
os 
2% 
222 
$5853 . 
£82865 
2 0 0 0 2 6 0 0 90 6 7 
8 £998 6 30 58 247 330 
Arkansas................ 210 70 1 2 0 168 
Colorado................ 10 1 0 8 169 4 77 246 
Connecticut.............. 40 2 «OC 0 0 0 0 0 143 
District of Columbia.... 20 0 0 0 22 120 0 0 0 120 140 
412 4 0 3% 4651 000 0 0 451 
140 64 25 9 3824 117 O 11 188 467 
23 41:1 271 «+4 12 «+O 4) 3870 
Minnesota............... 258 18 2 & 3831 #1622 1 OO 2 165 496 
0 0 0 47 0 0 O 47 125 
New Mexico.............. 72 0 0 6 ® 0000 0 72 
0 0 0 & 00 0 0 0 86 
oh 140009 133 8 12 7 8% 14 2% 
Rhode Island............ 48 2 O 21 71 0 0 0 0 0 71 
South Dakota........... 42 1 28 O 71 9 0 1 0 10 81 
13 0 0 5 18 215 0 O 115 303 
Washington............. 270 6 0 O 2%6 0 0 0 0 0 276 
161 138 O 17 159 6 19 O 184 358 
Es, cwivieveceses 2,601 106 75 256 3,088 1,069 112 62 175 1,418 4,456 


be tested to determine whether they possess a reasonable 
knowledge of the sciences fundamental to the healing 
art. The results of the examinations demonstrate that, 
in general, practitioners other than physicians are not 
adequately equipped in the fundamentals of medical 
care. This is particularly significant, since the testing 
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for basic science registration is done in many states by 
nonmedical examiners. 

The basic science boards now operating have formed 
an American Association of Basic Science Boards which 
is in position to provide information to states contem- 


TaBLE 35.—Total Candidates for Basic Science Certifi- 
cation, 1927-1948 


Physicians and Medical 
Students 


14.6 7,154 34,100 5,080 2,627 2,453 


Other Practitioners 

g 
1927 5 30 279 26 85 2 30 2 5 7 318 1 16 
1928 6 G6 58 6 93 19 65 58 81 2 47.5 0 31 
1929 7 68 610 58 87 7% 68 6 31 35 53.0 0 31 
1930 7 68 606 79 115 18 724 7 30 48 61.5 4 84 
1931 7 68 586 OO 13.8 141 727 107 48- 59 55.1 0 4 
1932 7 657 500 67 102 106 69 78 44 34 436 129 5 
1933 8 601 527 74 123 #121 #648 6 30 30 530.0 10 40 
1934 9 815 75 9 110 127 852 51 6 28490 lh 387 
1935 10 882 761 121 13.7 110 871 7% 388 41 564 4 37 
1986 10 1,082 891 141 18.7 230 1,121 6 26 40 6.6 138 389 
1937 12 1,931 1,061 170 13.8 192 1,253 113 41 72 63.7 10 = 61 
1988 12 1,168 1,026 142 12.2 267 1,293 158 70 8 557 % 9% 
1989 14 1,141 1,013 128 11.2 727 1,740 218 97 #4121 55.5 294 391 
1940 16 1,803 1,140 1638 12.5 324 1,464 280 153 127 43.9 22 175 
1941 17 1,768 1,560 208 118 280 1,840 356 191 165 463 73 264 
1942 17 #1,725 1,476 249 14.4 218 1,689 497 249 248 49.9 91 3840 
1948 «18 2,098 232 10.0 296 2,394 389 211 178 458 8 297 
1944 18 2,284 1,868 416 18.2 222 2,000 465 276 189 406 87 363 
1945 18 2,576 2,146 430 16.6 412 2,558 397 198 204 51.4 172 365 
1946 19 2,937 2,391 546 18.7 1,308 3,699 313 167 146 466 166 333 
1947 19 38,132 2,405 727 23.2 771 38,176 406 228 178 43.8 189 417 
1948 19 3,000 2,601 3899 13.3 1,069 8,670 827 437 390 47.1 349 786 
Totals. ..31,566 26,946 4,620 48.3 1,620 4,247 


plating basic science legislation. Procedures are under 
consideration to facilitate reciprocity arrangements. At 
present, certification by reciprocity is difficult because 
of differences in the laws of the various states. 

The present executive officer of each of the nineteen 
basic science boards is as follows: 


OFFICIALS OF BASIC SCIENCE BOARDS 


Arizona—Mr. Francis A. Roy, Science Hall, University of Arizona, 
Tucson. 


Arkansas-—Mr. L. E. Gebauer, 1002 Donaghey Building, Little Rock. 
Colorado—Esther B. Starks, D.O., 1459 Ogden Street, Denver. 
Connecticut—Mr. C. M. Bakewell, 110 Whitney Avenue, New Haven. 


District of Columbia—Dr, G. C. Ruhland, 4130 East Municipal Build- 
ing, Washington. 


Florida—Mr. M. W. Emmel, University of Florida, Gainesville. 
Towa-—-Dr. Ben H. Peterson, Coe College, Cedar Rapids. 
Michigan—Miss Eloise LeBeau, 101 North Walnut Street, Lansing. 


Minnesota—Dr. Raymond N. Bieter, 105 Millard Hall, University of 
Minnesota, Minneapolis 14. . 


Nebraska—Mr. Oscar F. Humble, 1009 State Capitol Building, 
Lincoln 9, 


‘ New Mexico—Miss Marguerite Kilkenny, 110 West Houghton Street, 
anta Fe. 


ann. Frank C. Gallagher, 813 Braniff Building, Oklahoma 
ity. 


Oregon—Dr. C. D. Byrne, University of Oregon, Eugene. 

Rhode Island—Mr. Thomas B. Casey, 366 State Office Building, 
rovidence. 

South Dakota—Dr, G. M. Evans, 310 East 15th Street, Yankton. 
Tennessee—Dr. O. W. Hyman, 874 Union Avenue, Memphis. 
Washington—Mr. Edward C. Dohm, Olympia. 

Wisconsin—Mr. William H. Barber, Watson and Scott Streets, Ripon. 
Alaska—Dr. C. Earl Albrecht, Box 1931, Juneau. 
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NATIONAL BOARD OF MEDICAL EXAMINERS 


The certificate of the National Board of Medical 
Examiners is accepted as an adequate qualification for 
registration by the licensing boards of all the forty- 
eight states except Florida, Montana and Wisconsin. It 
is also recognized by the District of Columbia, the 
territories of Alaska, Hawaii and Puerto Rico and 
the Canal Zone. 

The licensing board of Louisiana exempts diplo- 
mates of the National Board from the state examination 
if they have also been licensed in a state with which 
Louisiana reciprocates. Additional examinations are 
required by some licensing boards. These are oral 
examinations in Hawaii, Illinois, Maine, Rhode Island 
and Wyoming and a brief supplemental written 
examination in Michigan. 

The boards of examiners in the basic sciences of 
Alaska, Connecticut, Iowa, Minnesota, Oklahoma, 
Tennessee and the District of Columbia honor the 
examination of the National Board and give a qualifying 
certificate to its diplomates without further examination. 
The basic science board in Nebraska accepts the board’s 
examinations in most instances after reviewing the 
answer papers. 


TABLE 36.—States Endorsing Certificates of the National 
Board of Medical Examiners 
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The almost universal recognition of the examinations 
of the National Board is evidenced by the acceptance 
of the board’s examinations by many schools as part of 
their own examination and promotion procedures. At 
some of the schools the students are required to pass 
part I at the end of the second year and part II at 


TaBLeE 38.—National Board Examinations in Part I, 1922-1948 


Alabama Illinois 2 Nebraska 3 Puerto Rico 
Alaska 3 Indiana Nevada Rhode Island * 
d Iowa 3 New Hampshire South Carolina 
Arkansas Kansas ew Jerse South Dakota 
California Kentucky New Mexico Tennessee * 
Canal Zone Louisiana New York us 
Colorado Maine ! North Carolina Utah 
Connecticut 3% Maryland North Dakota Vermont 
Delaware Massachusetts io Virginia 

Dist. of Columbia * Michigan ? Oklahoma * Washington 
Georgia esota 3 gon West Virginia 
Hawaii Pennsylvania Wyoming * 
Idaho Misso' 


1, Oral examination required. 
2. Brief supplemental written examination required. 
3. Examination in basic sciences accepted by state basic science board; 


TABLE 37.—National Board Examinations, 1916-1921 


Total Percentage 
Date Examined Failed Failed 

October 1916..... 10 5 50.0 
28 6 21.4 
April 23 6 21.7 
December 1918..........cceccceseceeese 16 1 6.3 
June 52 1 19 
February 43 12 25.0 
] 16 6 81.3 
June 3 7.5 

$25 57 17.5 


Diplomates of the National Board are admitted to 
the final examination of the Examining Board in 
England, of the Triple Qualification Board of Scotland 
and of the Conjoint Board in Ireland. The National 
Board admits directly to Parts II and III of its 
examinations the diplomates of these boards provided 
they hold a degree in medicine from an acceptable 
university. Diplomates may also be admitted without 
further examination to the Mayo Foundation for Med- 
ical Education and Research provided they possess 
the other necessary qualifications. 

The states, territories and possessions which will 
endorse the certificate of the National Board are 
recorded in table 36. sf 


Total Percent- 

Examina- Incom- age 
Date tions Passed plete Failed Failed 

February 1948...............06. 611 499 49 63 11.2 
1,964 940 824 200 17.5 
September 1948................. »232 739 389 104 12.3 
3,807 2,178 1,262 867 144 
388 263 38 67 20.3 
507 349 77 81 18.8 
591 415 69 107 20.5 
843 533 231 79 12.9 
1,096 675 331 90 11.8 
1,260 801 845 114 12.5 
1,264 785 410 69 8.1 
1,344 858 363 123 12.5 
1,733 1,048 460 225 17.7 
1,867 1,204 471 192 13.8 
2,656 1,441 962 253 14.9 
4,229 2,326 1,465 438 169 
1945 3,865 2,106 1,475 284 11.8 
on 3,514 1,844 1,352 318 14.7 
DEMtisielnt$obuasenneewasneenin 2,178 1,262 367 14.4 
45,488 27,015 13,936 4,537 14.0 


TaBLE 39.—National Board Examinations in Part II, 1922-1948 


Tota Percent 
Examina- Incom- age 
Date tions assed plete Failed Failed 

February 1948.:..............05 310 309 0 1 0.3 
April 1,059 1,044 0 15 14 
JUNE 1948.0... 264 263 0 1 0.4 
September 1948.;............... 109 109 0 0 0.0 
1,742 725 0 17 0.9 
109 90 0 19 17.4 
192 170 2 20 10.5 
267 227 0 40 15.0 
842 300 0 33 9.6 
361 314 1 46 12.8 
465 399 19 47 10.5 
vices 620 543 7 70 11.4 
719 630 2 87 12,1 
732 674 0 58 7.9 
633 583 0 50 7.9 
689 620 0 69 10.0 
768 716 2 50 6.5 
855 803 1 51 6.0 
861 815 0 46 5.3 
ve 938 884 0 54 5.8 
1,028 963 56 5.5 
te 1,001 954 1 46 4.6 
1,072 0 41 3.8 
1,405 1,350 0 55 3.9 
1,599 1,565 0 34 21 
1,825 1,782 0 43 2.4 
1,641 1,613 0 28 L7 
1,742 1,725 0 17 0.9 
23,230 21,921 1,268 5.5 


the end of the fourth year. Other schools require only 
that part II be passed at the end of the fourth year. In 
addition, there are a few schools at which those students 
who voluntarily take and pass the board’s examinations, 
either in part I or part II, are excused from the cor- 


responding final school examinations. : 
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Requirements for admission to the National Board 
examinations include a standard four year high school 
course, two years of acceptable college work including 
English, physics, chemistry, and biology, and medical 
training satisfactorily completed in approved medical 
schools in the United States and Canada. Graduates 


TaB_e 40.—National Board Examinations in Part III, 1922-1948 


Total Percentage 
Date Examinations Passed Failed Failed 

2 22 0 0.0 
255 243 12 4.7 
eka teen 322 306 16 5.0 
352 337 15 4.3 
cd 420 401 19 4.5 
437 419 18 4.1 
550 522 28 5.1 
551 526 25 4.5 
567 O48 19 3.4 
598 578 20 3.3 
706 682 24 3.4 
770 729 41 5.3 
Sedtindvinsubesngnsakedesnes 792 771 21 2.7 
cates 910 885 25 2.7 
1,054 1,041 13 1.2 
1,168 1,146 22 1.8 
1,245 1,232 13 1.0 
1,634 1,613 21 1.2 
1,715 1,700 15 0.9 

19,003 18,493 510 2.6 


of the university medical schools of Great Britain and 
Ireland are admitted to the examinations provided 
these graduates have been licensed to practice in the 
country in which the school attended is located. 

In the following paragraphs data are presented for 
the thirtieth consecutive year regarding the examina- 
tions conducted and the issuance of certificates by the 
National Board. 

The first examination was given in October 1916. 
From that date and up to and including a test given 
in June 1921, eleven examinations were given and 268 
candidates were certified. The results of each examina- 
tion during this period are given in table 37. 

Since 1922 the examination of the National Board 
has been divided into three parts, which must be taken 
and completed in the following sequence: part I, 
consisting of a written examination in the basic sciences ; 
part II, a written examination in five major clinical 
subjects, and part III, a clinical and practical examina- 
tion in six major clinical divisions and their component 
subjects or subdivisions. Parts I and II are given in 
approved medical schools throughout the country, while 
part III is given under the direction of local subsidiary 
boards in twenty-five centers at times sufficiently fre- 
quent to accommodate all eligible candidates. 

The tables that are hereinafter presented enumerate 
the results of examinations in parts I, II and III for 
each calendar year since 1922, including those who 
passed and failed examinations and those certified. 


MEDICAL LICENSURE STATISTICS FOR 1948 


M. A. 
y 21, 1949 


A candidate is eligible for part I who has completed 
successfully the first two years of work in an approved 
medical school. An incomplete examination is allowed 
candidates taking part I at the end of their second 
medical year in schools whose third year curriculum 
includes courses in one or two subjects of this part. 
Examinations in these subjects may be taken after the 
candidate has completed them in his medical school. 
They are recorded in these tabulations under the heading 
“Incomplete Examinations” and are excluded from the 
calculations referring to the percentage of failures. 
Divided examinations, which allow the writing of 
examinations in four subjects at one time and the 
remaining two at a subsequent examination, is also 
permitted. Such examinations are not reported until 
completion of the entire test and are not recorded in 
the compilations presented. 

To be eligible for part II, a candidate must have 
completed successfully a four year medical school course 
in an approved medical school and must have passed 
part I. 

A candidate is eligible for part IIi who has passed 
parts I and II, received his medical degree and com- 
pleted an internship of one year in a hospital approved 
for such training by the American or Canadian medical 
associations, or has served in a laboratory acceptable 
to the National Board. 


TaBLe 41.—Parts I, II and III, Excluding Dupli- 
cations, 1922-1948 


Total Percent- 

amina Incom- age 

Date tions Passed plete Failed Failed 
1922 525 381 58 86 18.4 
775 594 79 102 14,7 
978 756 69 153 16.8 
1,167 915 50 202 18.1 

1,161 930 105 126 
1,248 947 142 159 14.4 
1,430 1,101 211 118 9.7 
1,723 1,280 319 124 8.8 
2,044 1,547 $22 175 10.2 
2,218 1,682 410 176 9.7 
2,342 1,850 355 137 6.9 
2,277 1,806 280 191 9.6 
2,261 1,801 330 130 6.7 
2,368 1,831 408 129 6.6 
2,517 1,989 353 175 8.1 
2,735 2,151 397 187 8.0 
2,992 2,308 493 191 7.6 
8,221 2,476 443 302 10.9 
3,188 2,597 363 228 8.1 
3,318 2,749 332 237 7.9 
3,607 8,014 391 202 6.3 
4,514 3,671 606 237 6.1 
5,363 4,235 759 369 8.0 
tees 5,614 4,448 886 260 5.5 
5,912 4,730 898 284 5.7 
6,249 4,965 1,002 282 5.3 
6,389 5,194 902 293 5.3 
Totals........... 78,136 61,918 10,963 5,255 18 


Three examinations were given in part I in 1948 and 
four in part II, while tests in part III were held at 
various times during the year. 

The figures in tables 38 and 39 cover details of each 
examination given during 1948 and since 1922. The 
data shown represent examinations conducted rather 
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than persons examined. The figures include candidates 
who fail and are reexamined during the same year and 
those who pass parts I and II in the same year. 

In 1948, 3,807 examinations were given in part I; 
2,178 passed and 367, 14.4 per cent, failed. There were 
1,262 incomplete examinations given. In part II, 1,742 
examinations were held; 1,725 passed and 17, or 0.9 


TaBLe 42.—Diplomates from Individual Medical Schools, 1948 


Medical College of Alabama.... 1 New York Medical College...... 112 
University of Arkansas......... 1 New York University........... 114 
College of Medical Evangelists. 41 Syracuse University............. 18 
Stanford University............. 8 University of Buffalo........... 67 
University of California....... 5 University of Rochester........ 45 
Univ. of Southern California.. 2 Duke University...............+. 52 
University of Oolorado......... 15  Bowman-Gray School of Med.. 3 
Yale University............-s00+5 60 University of Cincinnati........ 1 
George Washington University. 73 Western Reserve University.... 4 
Georgetown University.......... 79 University of Oklahoma....... 4 
Howard University............. 1 University of Oregon........... 1 
Loyola University .............. 9 Hahnemann Medical College... 22 
Northwestern University........ 23. = Jefferson Medical College....... 17 
University of Chicago.......... 1 Templo 23 
University of Ilinois........... 17 University of Pennsylvania.... 48 
Indiana University.............. 2 University of Pittsburgh....... 5 
State University of lows....... 33 Woman’s Medical College...... 15 
University of Louisville........ 5 Med. Coll. of South Carolina... 1 
Tulane 11 Meharry Medical College....... 6 
Johns Hopkins University...... 13 University of Tennessee........ 1 
University of Maryland........ 9 Vanderbilt University........... 9 
Boston University...........+++- 57 Southwestern Medical College.. 1 
University of Texas............ 4 
University of Utah............+. 1 
Wayne University............... 1 Medical Collége of Virginia.... 6 
University of Minnesota........ 7 
St. Louis University...........- 13 University of Virginia.......... 
Washington University......... q Marquette University...:....... 15 
Creighton University........... 7 University of Wisconsin........ 1 
University of Nebraska........ 6 Laval University................ 1 
Albany Medical College........ 45 McGill University............... 9 
Columbia University............ 88  Queen’s University.............+. 4 
Cornell 67 University of Toronto.......... 6 
Long Island College of Med... 87 Foreign Schools...............+. 9 


per cent, failed. Incomplete examinations are only 
rarely given in part II. There were none given in 1948. 

There have been 45,488 examinations given in part I 
since 1922 and 23,230 in part II. During this period 
27,015 passed part I and 21,921 passed part II. In 
twenty-seven years there have been 4,537 failures in 
part I, 14 per cent, and 1,263 in part II, 5.5 per cent. 
The increasing recognition of the National Board’s 
examinations by medical schools and licensing boards 
is reflected in the figures presented in these two tables 
and particularly since 1943. The greatest number of 
examinations were given in part I in 1944 and in 
part II in 1943 when medical schools were operating on 
an accelerated program. 

Tests in part III in 1948 totaled 1,715, including 
1,700 successful examinations and 15, or 0.9 per cent, 
failures. Results of examinations given in this part in 
twenty-seven years are presented in table 40. During 
this period 19,003 were tested, of whom 18,493 were 
granted certificates. The percentage of failures in this 
final examination in twenty-seven years was 2.6. Since 
1915, when the board’s first examination was given, 
18,761 certificates have been awarded. Physicians who 
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earn the certificate are known as diplomates and are 
privileged to use the designating initials “D.N.B.” 

The figures thus far presented represent examinations 
given. The number of persons tested during any one 
year is recorded for the twenty-seven year period in 
table 41. The classification “Passed” or “Failed” in 
cases in which more than one examination has been 
taken in a given year was based on the results of the 
last examination during the year in question. Thus, if 
in 1948 a candidate passed part I but at a subsequent 
examination in 1948 he failed part II, he is computed 
in this tabulation as having failed. These figures reveal 
that there were 6,389 who took at least one of the 
tests of the National Board in 1948, as compared with 
525 in 1922. The greatest number was evidenced last 
year. In all 78,136 persons were examined in one or 
more of the annual examinations in the twenty-seven 
years shown, of whom 61,918 passed, 10,963 took 
incomplete examinations and 5,255, or 7.8 per cent, 
failed. 

The 1,700 physicians certified as diplomates in 1948 
represented sixty-four medical schools in the United 
States, four. in Canada and nine foreign universities. 
The school and the number of examinees from each 
are included in table 42. 

Diplomates licensed to practice medicine on the basis 
of their credentials increased from 2 in 1917 to 2,474 
in 1948 (table 43), and 16,694 have been so licensed 
since the National Board was formed. However, 18,493 
have received the certificate of the board. 

The membership of the National Board is composed 
of thirty-two persons, representing the federal services, 
the Federation of State Medical Boards of the United 
States, the Association of American Medical Colleges, 


TasBLe 43.—Licenses Granted on the Basis of National Board 
Certificates, 1948 


222 North Carolina.................. 44 
24 North Dakota................... 6 
65 Rhode Island.................... 17 
22 South Carolina.................. 5 
New 35 Puerto Rico...... 8 


the Council on Medical Education and Hospitals of 
the American Medical Association and members elected 
at large. The president of the board is Bordon S. 
Veeder, M.D., St. Louis; the medical secretary is J. S. 
Rodman, M.D., and the executive secretary is Mr. 
E. S. Elwood. The address of the board is 225 South 
15th Street, Philadelphia. 
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SATURDAY, MAY 21, 1949 


MEDICAL LICENSURE 

In this issue appears the annual report on the exam- 
ination and licensure of physicians in the United States 
and its territories and outlying possessions for the 
year 1948. The tables and the summaries show condi- 
tions at present and indicate trends over many years. 
During the last year, 13,551 applicants were licensed 
to practice, 5,967 by examination and 7,584 by endorse- 
ment of credentials. 

The increment of the medical profession consisting 
of physicians licensed for the first time was 6,597. 
During the year 3,230 physicians died. The net gain 
to the physician population was 3,367. The registra- 
tion of physicians revealed that 94.8 per cent were 
graduates of approved medical schools. 

The percentage of failures from existing United 
States schools was 3.3; of graduates of unapproved 
schools 42.7 per cent failed; graduates of schools of 
osteopathy admitted to the medical licensure examina- 
tions represented 37.8 per cent failures, and 51.5 per 
cent of foreign-trained physicians failed licensure exam- 
inations last year. The total percentage of failures was 
10.9. 

Data pertaining to examinations given by the boards 
of examiners in the basic sciences and the National 
Board of Medical Examiners are included in this study. 
Osteopaths and chiropractors represented the greatest 
number of failures before basic science boards. During 
the year 3,827 certificates were issued by the nineteen 
basic science boards. The National Board of Medical 
Examiners, the influence of which has steadily increased 
since its inception in 1915, issued 1,700 certificates in 
1948. All states except Florida, Montana and Wiscon- 
sin recognize the certificate of the National Board for 
licensure, and 2,474 physicians were granted medical 
licenses on the basis of National Board credentials in 
1948. 
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The publication of these statistics annually is made 
possible by the conscientious reporting of examination 
and reciprocity actions by every governmental unit of 
the United States, its territories and possessions, as 
well as the basic science boards and the National Board. 
The cooperation of all these agencies is appreciated and 
is gratefully acknowledged. 


CATHOLIC AGENCIES MAKE STATEMENT 
ON THE NATIONAL HEALTH 
PROGRAM 
Recently the Bureau of Health and Hospitals of the 
National Catholic Welfare Conference, the National 
Conference of Catholic Charities and the Catholic 
Hospital Association issued a statement entitled “A 
Voluntary Approach to a National Health Program,” 
under the auspices of the Most Reverend Karl J. Alter, 
Bishop of Toledo, Episcopal Chairman, Bureau of 
Health and Hospitals, Social Action Department of the 
National Catholic Welfare Conference, and Chairman 
of the Administrative Board of the Catholic Hospital 
Association of the United States and Canada. In his 
introduction to the statement, Bishop Alter points out 
that the agencies concerned “recognize the existence of 
social responsibility but at the same time they reject 
the concept of an exclusive state responsibility for the 
health and well-being of the American people.” Bishop 

Alter says: 


They reaffirm their conviction that a partnership between the 
state and voluntary associations provides the better solution and 
is more consistent with our democratic processes. Monopoly 
means control: partnership means freedom. 


After rejecting the administration’s proposals and 
after an analysis of the Brookings report and the Ewing 
statement, the Catholic agencies offer their own con- 
structive program. In their program they recommend 
establishment of a medical administrator in the Federal 
Security Agency under the direction of a federal health 
council. They recommend increase in grants for hos- 
pital construction, assistance to medical colleges by pay- 
ing up to 50 per cent of the salaries of the teaching staff 
with a ceiling of $10,000 per person per year. They also 
recommend grants in aid for the medical schools, loan 
scholarships to medical students and subsidizing of 
physicians to encourage service in rural areas. They 
recommend an appropriation of $25,000,000 for medi- 
cal research in medical colleges, assistance to schools of 
nursing and aid for the development of auxiliary medi- 
cal personnel. They would meet the costs of prepay- 
ment plans for medical care by permitting a reduction 
of premiums up to $75 for health insurance from the 
net income tax of all persons in the lower income 
brackets, the funds thus lost by the government to be 
replaced with new taxation. They also recommend 
appropriation of $200,000,000 annually to assist the 
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states in providing health care for the indigent and 
medically indigent, the money to be used in purchasing 
insurance and in voluntary plans for those thus classi- 
fied. Each state would establish a state health insur- 
- ance agency with the council appointed by the governor 
to determine policies and approve regulations made by 
the federal council. 

In their conclusion the Catholic agencies call atten- 
tion to the fact that compulsory governmental insur- 
ance programs would by necessity destroy existing 
voluntary programs. They venture also the opinion 
that the highly complicated system of assigning, regu- 
lating and controlling health services set forth in Senate 
Bill 5, which is the Wagner-Murray-Dingell bill, would 
in the judgment of hospital authorities and medical 
men be practically unmanageable and would so increase 
demands on existing facilities and personnel that the 
very weight of the premature demand would neces- 
sarily cause deterioration in the quality of the service 
rendered. 


REHABILITATION 

The family physician, after seeing a patient through 
the acute stages of an illness and subsequent conva- 
lescence, watched him until his ultimate return to work. 
The patient, usually stimulated by the daily needs of 
life on the farm and in the home, was chiefly interested 
in regaining his former place in his society. As he 
recuperated, he could make himself useful in many 
simple tasks. Gradually more difficult and strenuous 
skills would be regained. The relationship of the family 
physician to the home was sufficiently direct to permit 
him to help substantially in the process. 

Now, however, and especially in cities, the family 
physician can no longer help effectively in this rehabili- 
tative phase of medical care. Many people live almost 
monastically in apartments like cubicles. From the 
hospital the inmate returns to this cell, where his 
metabolism can be described in terms like those used 
by the cytologist in describing the life processes of an 
erythroblast. Materials to be metabolized are delivered 
to the service door by the smoothly flowing circulatory 
system of the metropolis, and the products of this 
metabolism disappear down chutes, drains and pipes. 
Of visible motion there is none. The activities of this 
cell are paradoxically not active, but passive; they 
consist of looking at papers, listening to radios and 
watching television. A patient returning to such an 
environment from a hospital is not stimulated. He 
has been looking at papers, listening to radios and 
watching television in the hospital, too. If he gains 
strength, he may go out to theaters and stadiums, 
where he will hear and see more of the same thing in 
the same passive way. Little incentive develops for 
regaining useful skills. Seldom are there facilities for 
use by the patient in preparing to resume his former 
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occupation. The physicians who may have served 
the patient well during the phases of his recovery in 
the hospital can do little or nothing for him during the 
rehabilitative phase. 


The consequences of this are stated, with an almost 
brutal use of statistics, by Howard A. Rusk in an 
article elsewhere in this issue. Added strains are 
manifest both in the home, where cramped quarters 
distress patient and family alike, and in the hospital, 
where slow recoveries tie up beds. Rusk sees rehabili- 
tation as an essential “third phase” of medical care. 
The importance of finding places for the handicapped 
in American industry is made undeniably clear. The 
roles of physical medicine and of occupational therapy 
in rehabilitation are seen in a new light. 

The interrelations of physical medicine, occupational 
therapy and rehabilitation are important because of 
their bearing on the education of young physicians. 
Hospital residencies may be planned to provide some 
training in all three fields, and credit should be allotted 
for such training. The three fields concerned, although 
they overlap extensively, have in addition certain dis- 
tinctive areas of their own. The difficulties about 
residencies have claimed the attention of the Council 
on Medical Education and Hospitals, and have con- 
cerned especially the Council on Physical Medicine. 
The latter council recently voted to enlarge its scope 
and to change its name to the Council on Physical 
Medicine and Rehabilitation ; this action should clarify 
some of the thinking on the subject and will help greatly 
in dealing with problems like that of residencies. The 
Board of Trustees of the American Medical Associa- 
tion has voted approval of this change of name. 


HUMAN SKIN GRAFTS ON CHICK 
EMBRYOS 

In 1938 Goodpasture + and his associates of Vander- 
bilt University developed a new technic in immunologic 
and virus research. They found that intact human skin 
can be successfully grafted on the chorioallantois of the 
chick embryo. The graft becomes adherent to the mem- 
brane and within two to four days becomes vascularized 
with capillaries carrying chick erythrocytes. The graft 
is apparently adequately nourished till shortly before 
hatching, thus giving eight to ten days for its technical 
use. Attempts to prolong the life of the graft by 
transfer to a second embryo were almost invariably 
unsuccessful. Goodpasture inoculated several of his 
grafts with the virus of herpes simplex, vaccinia and 
smallpox. The resulting lesions and cellular changes 
were typical of these infections. 

Improvements in this technic are now reported by 
Blank * and his associates, of the departments of derma- 


- 1, Goodpasture, E. W.; Douglas, B., and Anderson, K.: J. Exper. 
Med. 68: 891, 1938. 


2. Blank, H.; Coriell, L. L., and Scott, T. F. McN.: Proc. Soc. Exper. 
Biol. & Med. 69: 341, 1948. 
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tology and pediatrics, University of Pennsylvania. 
Human skin used in most of their experiments was 
obtained at circumcision of children. The prepuce was 
cleaned preoperatively with soap, water and alcohol, 
other antiseptics being avoided. Usually within two 
hours after the operation the prepuce was further 
cleaned by bathing in a buffered isotonic sodium chlo- 
ride solution, containing 0.5 per cent gelatin, penicillin 
and streptomycin. Previous studies had shown the 
antibacterial effectiveness and innocuous character of 
this solution. The connective tissue was carefully dis- 
sected off, leaving the epidermis and attached corium 
as thin as possible. Squares of the desired size were 
then planted on the chorioallantoic membranes of 10 day 
old embryonated hen’s eggs. Bacterial contamination 
was rare. The 232 successful takes showed active 
proliferation of the epidermis and the establishment of 
chick circulation in the corium. 

At the end of seven days the grafts were removed 
aseptically and placed in a sterile Petri dish. All 
the attached chorioallantois and any additional connec- 
tive tissue which had grown in the corium were now 
trimmed away. The grafts were then transferred to 
the chorioallantoic membranes of a second 10 day 
embryonated egg. By this technic serial transfer could 
be continued at seven day intervals, apparently indefi- 
nitely. Of 124 regrafts only 7 failed to take. 

The Philadelphia investigators found that both the 
initial grafts and the regrafts are readily inoculated 
with herpes simplex or with vaccinia virus, with the 
formation of characteristic inclusion bodies. Successful 
inoculations with herpes zoster virus were also made, 
thus confirming Goodpasture’s * single successful culti- 
vation of this virus outside of the human body. 

Aside from its possible use in the growth of viruses 
that cannot be cultivated by other methods, the skin 
graft technic has numerous possible applications to the 
solution of basic immunologic problems. The still 
unsolved problem of the relation of humoral and fixed 
cellular factors in acquired immunity was thus tested 
by Goodpasture.* He grafted skin taken from chickens 
immune to fowl pox virus onto the chorioallantoic 
membrane. Tests showed that such grafts are fully 
susceptible to fowl pox infection. From this Goodpas- 
ture concluded that acquired fowl pox immunity is due 
in the main, at least, to humoral antibodies. These 
were presumably diluted out of the skin graft by the 
chorioallantoic circulation. Other interpretations are of 
course possible. 


The possibility of making similar egg grafts of human 
mucous membranes, human blood vessels or other key 
human tissues has not yet been reported. 


3. Goodpasture, E. W., and Anderson, K.: Am. J. Path. 20: 447, 


4. Goodpasture, E. W., and Anderson, K.: Immunity to Fowlpox 
Studied by Means of Skin Grafts on Chorioallantois of Chick Embryo, 
Arch. Path., 30: 212 (July) 1949. 
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EXTRANEURAL MULTIPLICATION OF 
POLIOMYELITIS VIRUS 


In 1936 Sabin and Olitsky * of the Rockefeller Insti- 
tute reported the successful cultivation of poliomyelitis 
virus in test tube suspensions of human embryonic 
nervous tissue. Control tests with suspensions of 
tissues from human embryonic lungs, kidney, liver or 
spleen gave negative results. These observations were 
in accord with the currently accepted theory, which 
assumed that poliomyelitis virus is strictly neurotropic, 
incapable of invading any human tissue, except those 
of the nervous system. 

Evans,? Rustigian* and others have recently chal- 
lenged this theory, on analogy with various polio- 
myelitis-like viruses of mice, which are known io 
be able to multiply in nonnervous tissues. The early 
test tube experiments of Sabin and Olitsky have there- 
fore beén repeated by Enders‘ and his associates of 
Harvard University, using the improved tissue culture 
technic recently perfected by Weller ® for the cultiva- 
tion of mumps virus. 

The cultures consisted of embryonic ron tissue 
fragments suspended in 3 cc. of a mixture of balanced 
salt solution and ox serum ultrafiltrate. Tissues from 
human embryos of two and one-half to four and one- 
half months were used as well as from a premature 
infant of seven months. Fragments were taken from 
the arm, legs, intestines and brains. 

The primary inoculum of these tissue cultures con- 
sisted of 0.1 cc. of a suspension of mouse brain infected 
with the Lansing strain of poliomyelitis virus. In each 
test tube the nutrient fluid was removed as completely 
as possible at four to seven day intervals and. replaced 
with fresh nutrient fluid. Subcultures on fresh tissues 
were made at eight to twenty day intervals. 

Cultures composed chiefly of early embryonic skin, 
muscle and connective tissue have thus far been main- 
tained for sixty-seven days. During this time the 
primary inoculum has been diluted approximately 10 *" 
times, with little or no decrease in mouse infectivity 
titer. From this there was a calculated 10 '°-fold 
multiplication of the virus. Cultures of early embryonic 
intestinal tissues gave a calculated multiplication of 
about 101*-fold, by the end of two subcultures and 
seven changes in the nutrient fluid. With embryonic 
human brain tissues, the multiplication was also 10 '*- 
fold. 

Full identification of the virus was made by mouse 
inoculation, rhesus inoculation and serum neutraliza- 
tion tests. Tissue fragments removed after thirty days 
of cultivation in control uninoculated tubes apparently 


1. Sabin, A. B., and Olitsky, P. K.: Proc. Soc. Exper. Biol. & Med. 
B34: 357. 1936. 


2. Evans, C. A., and Chambers, V. C.: Proc. Exper. Biol. & Med. 
68: 436, 1948. 


3. Rustigian, R., and Pappenheimer, A. M.: J. Exper. Med. 89: 69, 
949 


4. Enders, J. F.; Weller, T. H., and Robbins, F, C.: Science, 109: 
85 (Jan. 28) 1949. 
eller, T. H., and Enders, J. F.: Proc. Soc. Exper. Biol. & 


Mea. 69: 124, 1948. 
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contained viable cells, as indicated by normal staining 
properties of both nuclei and cytoplasm. In contrast, 
the majority of the cells in the inoculated cultures 
showed losses of normal staining reactions. From this 
and other evidence Enders concludes that multiplication 
of the Lansing strain of poliomyelitis virus conceivably 
occurs in cells not of nervous origin. Adult extra- 
neural human tissues, however, have not been tested. 


Current Comment 


THE NATIONAL HEALTH SERVICE 
TRIBUNAL 


Under the National Health Service Act in Great 
Britain provision is made for disciplinary machinery 
which may be applied to members of the various pro- 
fessions that take part in the National Health Services. 
Such disciplinary action is in charge of a tribunal 
which considers representations that the continued 
inclusion of the name of any doctor, dentist, optician 
or pharmacist would be prejudicial to the efficiency 
of the service and that the person concerned should be 
“struck off.” Obviously the “striking off” of the name 
of any professional man in such a manner would be 
equivalent to forcing him out of the practice of his 
profession. The hearings are held by a group including 
a permanent chairman appointed by the Lord Chancel- 
lor, a permanent member appointed by the Association 
of Executive Councils and one other person represent- 
ing the profession involved. Any appeal from a decision 
of the tribunal goes to the Minister of Health and not 
to the courts. The regulations controlling the activities 
of the tribunal have been published. Obviously the 
medical and related professions in Great Britain no 
longer have any power or authority to govern them- 
selves and the power of professional death or survival 
ultimately rests in the hands of one man, the Minister 
of Health. Apparently all that the Minister has to 
do is to publish hearings in “such manner as he sees fit.” 
But even that decision is modified by the following: 
“The Minister or Tribunal may dispense with any 
requirements of these regulations respecting notices, 
applications, documents or otherwise in any case where 
it appears to the Minister or the Tribunal just and 
proper to do so.” 


HOMELESS MEN 


A statistical report from the Welfare Council of 
New York City’ indicates that the number of home- 
less men needing care in New York City has shown 
a rapid postwar rise. The committee obtained data from 
all public and private civic and social organizations 
which maintain or are concerned with lodging houses 
for homeless men in New York City. Composition of 
the so-called homeless men’s group differed consider- 
ably from the expected. A three month study of men 
applying to one municipal lodging house demonstrated 
that. 80 per cent were native-born Americans, 75 per 


1. Homeless Men in New York City, Report of the Project Committee 
, un Homeless Men, Welfare Council of New York City, December, 1948, 
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cent were white, 35 per cent had veteran status, and 
only one third had been in the city for less than one 
year. The majority were under 45 years of age, and 
an overwhelming majority were considered employ- 
able. Previous records of homeless men in the depres- 
sion years 1932-1940 show a peak load during 1935, 
at which time the number of lodgings provided ran 
from 15,000 to 19,000 a day. The number gradually 
declined to 550 per day, in July and August of 1940. 
If the present upward trend continues the daily average 
may reach 3,000 to 3,500 per day. The problem pre- 
sented was not attributed to advanced age, transiency, 
veteran or nonveteran status or alcoholism. Race, color 
and religious belief were not considered significant parts 
of the problem. A lack of opportunity as exemplified 
by the level of education obtained and lack of attach- 
ment to home or family are believed to be the two most 
significant factors. As present facilities for homeless 
men were considered inadequate, the committee recom- 
mended that a system be established for complete 
examination and registration by trained medical and 
social personnel. Individual specialized treatment would 
thus replace stereotyped handling methods now 


employed. 


THE DISTINGUISHED SERVICE AWARD 


The Distinguished Service Medal of the American 
Medical Association will be awarded for the twelfth 
time at the Inaugural Meeting Tuesday evening, 
June 7, 1949, during the Atlantic City Session. This 
Medal was first presented in 1938 to Dr. Rudolph 
Matas of New Orleans and has come to be recognized 
as one of the highest honors within the gift of the 
American Medical Association. In the years since the 
first award, the medal has been presented to Dr. 
James B. Herrick, Chicago; Dr. Chevalier Jackson, 
Philadelphia; Dr. James Ewing, New York; Dr. Lud- 
vig Hektoen, Chicago; Dr. Elliott P. Joslin, Boston; 
Dr. George Dock, Pasadena, Calif.; Dr. George R. 
Minot, Boston; Dr. Anton J. Carlson, Chicago; Dr. 
Henry A. Christian, Boston, and Dr. Isaac A. Abt, 
Chicago. Any Fellow of the American Medical Asso- 
ciation may submit nominations, which should be sent, 
together with a record of the scientific attainments of 
the nominees, to Dr. George F. Lull, Secretary of the 
Association, 535 North Dearborn Street, Chicago. who 
will refer them to the Committee on Distinguished 
Service Award. After careful consideration of all nomi- 
nations received, the Committee will submit five names 
to the Board of Trustees, and the Board will select 
three of the five for presentation to the House of Dele- 
gates at its first meeting in Atlantic City. The House 
of Delegates makes the final selection by official ballot. 
Those to whom the Medal has been awarded thus far 
have all been men of the highest distinction, profes- 
sionally and otherwise, and in their selection honor has 
accrued not only to the men themselves but also to the 
American Medical Association. Nominations should 
be sent to the Secretary of the Association immediately 
in order that they may be in hand at Atlantic City on 
Sunday, June 5. 


—— 
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Washington Letter 
(From a Special Correspondent) 
May 16, 1949. 


Congress Accelerates Handling of Health 
Legislation 

Confronted with the largest and most diversified volume of 
medical and public health bills in the memory of Capitol Hill 
officials, Congress has begun to speed up the pace of considering 
them in order to assure enactment of some of the measures 
—particularly those in the noncontroversial class—before the 
session ends. On May 12 two Senate subcommittees concluded 
public hearings on bills providing for increased federal funds 
for hospital construction, assistance to local public health 
departments and for medical research in specialized fields. 
By the end of May, hearings are expected to be well under way, 
conducted concurrently by House and Senate committees, on 
the more controversial national health bills. 


May 23 is the newly designated date for opening of hearings 
by the Senate health subcommittee on the Taft-Smith-Donnell, 
Hill, Lodge and Thomas-Murray-Dingell bills. Originally 
scheduled to open a week earlier, a postponement was ordered 
when numerous prospective witnesses requested an extention 
of time. A group of Republican Senators and Representatives 
are reportedly working on still a different type of national 
health bill, which may be introduced and referred to the 
Murray subcommittee prior to the launching of its hearings. 
Meanwhile, hearings on the House side will be conducted by a 
subcommittee of which Representative J. Percy Priest (Demo- 
crat, Tennessee) is chairman. 


Senators Hear Arguments for Increased 
Hospital Aid 

Three days of public hearings on amendment of the Hill- 
Burton Hospital Survey and Construction Act were concluded 
May 9 by a special subcommittee of Senate Labor and Public 
Welfare Committee. All witnesses indorsed the amending bill, 
S. 614, some of them recommending certain minor changes. 

Dr. George F. Lull said the A.M.A.’s official position on 
the proposed legislation, which would double federal support 
of hospital construction to $150,000,000 annually, will be taken 
at the Atlantic City meeting in June. 

George Bugbee, executive director of American Hospital 
Association, favored a flat 40 per cent as the federal share, 
rather than a flexible scale based on the various states’ incomes. 
The sliding scale formula was indorsed by Lloyd C. Halverson, 
secretary of the National Grange Interim Committee on Health. 

Other witnesses supporting passage of S.614 were Dr. W. T. 
Sanger, president of Medical College of Virginia; E. A. van 
Steenwyck, Associated Hospital Service of Philadelphia; Dr. 
John A. Ferrell, North Carolina Medical Care Commission; 
Dr. D. V. Galloway, Mississippi Commission on Hospital Care; 
Dr. R. H. Hutcheson, Tennessee Health Commissioner; Dr. 
Albert D. Kaiser, Rochester (N. Y.) Health Officer; Rt. Rev. 
Msgr. George L. Smith, Catholic Hospital Association; Rev. 
John G. Martin, American Protestant Hospital Association; 
Dr. Hugh R. Leavell, Harvard School of Public Health, and 
several members of Congress. 


$125,000,000 Subsidy of Medical Care Plans Sought 

Senator Hubert Humphrey (Democrat, Minnesota) on May 6 
introduced a bill, S. 1805, authorizing federal subsidies of 
$125,000,000 over a five-year period for cooperatives and non- 
profit associations operating prepaid medical care plans. The 


bill’s provisions are similar to those contained in the Truman 
Administration’s compulsory health insurance bill (S. 1679). 
The government funds would be made available as loans and 


grants for acquisition, construction and equipping of physical 


facilities. 


“Three national rural health conferences,” said Sen. 
Humphrey, “under the auspices of the American Medical Asso- 
ciation, have studied this problem and it is the consensus of 
the large farm organizations in the country that many of 
the problems of health they face can largely be worked out 
by the people themselves on a local community level. The 
granting of Federal assistance would give great impetus to 
the widespread demand for providing modern facilities to induce 
physicians to locate in rural areas.” 

He estimated that the $25,000,000 annual assistance for five 
years would be sufficient to finance some 250 plans a year. 
In order to qualify, each plan would have to give assurance 
that there is no lay interference with practice of medicine; that 
its governing body is not dominated numerically by participating 
physicians, and that participation by patient-members and 
physicians is voluntary. 


Broad Attack on Neurologic and Rheumatic 
Diseases Demanded 

Five days of hearings, which began May 3 and ended May 10, 
on separate bills for acceleration of research in epilepsy, 
cerebral palsy, leprosy, arthritis and rheumatic conditions, and 
multiple sclerosis, elicited testimony by physicians and laymen, 
the latter including several patients. Supporting the arthritis 
bill were Drs. Russell L. Cecil, of Cornell; W. Paul Holbrook, 
of Tucson, Ariz.; Robert M. Stecher, of Cleveland, and several 
businessmen. The case for a stimulated, federally supported 
drive on multiple sclerosis was presented by Mrs. Lou Gehrig, 
Senator Charles W. Tobey and Drs. Herman Kabat, Tracy 
Putnam, Huston Merritt and C. H. Traeger. Spokesmen on 
cerebral palsy included Drs. Ross T. McIntire and Rene 
Caillet. Witnesses in behalf of an expanded program of 
leprosy control and education included Perry Burgess, president, 
Leonard Wood Memorial; Paul Strachan, American Federa- 
tion of the Physically Handicapped, and Drs. Otis L. Anderson, 
Hartman Lichtwardt and F. C. Landrum. Another witness 
was Nick Farrell (an assumed name), who for five years was 
a patient at the U.S. Marine Hospital at Carville, La. 

The Murray subcommittee, which conducted the hearings 
on these special character bills, terminated its two weeks of 
morning sessions on May 12 with taking of testimony on 
S. 904. This bill, sponsored by Senator Paul Douglas (Demo- 
crat, Illinois), provides for the institution of a federal child 
research program in matters of health and welfare. Testifying 
in support were Dr. Martha Eliot, Children’s Bureau; Robert 
R. Sears, University of lowa, and others. 


Local Public Health Unit Bill Unanimously 
Supported 

Passage of §S.522 or comparable legislation which would 
strengthen county and city public health agencies with federal 
funds was strongly urged at the Senate subcommittee hearings 
May 10-11 by physicians, medical educators, members of 
Congress and others. Among the witnesses were Surgeon 
General Leonard A. Scheele; Dr. James S. Simmons, dean 
of Harvard School of Public Health; Dr. James R. Miller, 
trustee of the American Medical Association, of Hartford, 
Conn.; Dr. Edwin L. Crosby, director, Johns Hopkins Hos- 
pital; Mrs. Dwight S. Perrin, a director of American Social 
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Hygiene Association; Dr. James E. Perkins, managing director, 
National Tuberculosis Association; Mrs. Stanley G. Cook, 
legislative chairman, National Congress of Parents and Teach- 
ers; Dr. Franklin M. Foote, executive secretary, National 
Society for Prevention of Blindness; Dr. Vlado A. Getting, 
Massachusetts Health Commissioner; Dr. Gaylord M. Ander- 
son, secretary, Association of Schools of Public Health, and 
Dr. Haven Emerson, National Health Council. 


Senate Passes School Health Services Bill 


Without a dissenting vote, the Senate on April 29 passed 
S. 1411, a school health services bill authorizing $35,000,000 
annually in federal grants to the states for prosecution of pro- 
grams designed to elevate standards of child health. This 
measure is not to be confused with S. 904, on which the Murray 
subcommittee was scheduled to hold public hearings May 11-12. 
The latter authorizes a broad research program in the field of 
juvenile welfare, including health; S. 1411 is strictly a child 
health bill, encompassing preventive, diagnostic and therapeutic 
care in such states as may choose to participate. Its enactment 
by the House and approval by the President are held probable. 


Lobbying Reports Filed for First Quarter 

National organizations which support or oppose prospective 
legislation have filed their financial reports for the first quarter 
of 1949, as required by the National Lobbying Act. The 
National Physicians Committee reported $230,493 in contribu- 
tions and $130,969 in expenditures. The Committee for the 
Nation’s Health certified to receipts of $40,084 and expenses 
aggregating $23,865. The American Medical Association 
reported that $1,151,633 had been received into its educational 
fund up to April 7. During the quarter, Whitaker and Baxter 
received $115,248 from the fund for furtherance of the educa- 
tional campaign, $76,654 of the total being for expenses. The 
American Hospital Association reported expenditures of $13,418; 
the American Dental Association, $4,916, and the American 
Optometric Association, $2,097 


X-Ray Protection Manual Published 

National Bureau of Standards has published a 42 page hand- 
book, “Medical X-Ray Protection up to Two Million Volts,” 
which is purchasable (15 cents) from the Superintendent of 
Documents, Washington 25, D. C. Bearing six illustrations 
and nine tables, the booklet is concerned with standards of safety 
in installation and operation of high voltage equipment utilized 
in diagnosis and treatment. It was prepared by a subcommittee 
of the National Committee on Radiation Protection. Recom- 
mended rules are included for working conditions, survey and 
inspection of installations, planning an x-ray installation and 
structural details of protective barriers. 


Tydings Files Military Medical Bills 

On April 25 Senator Millard Tydings (Democrat, Maryland), 
chairman of the Senate Armed Services Committee, filed separate 
bills to authorize commissioning of women physicians in the 
Regular Army Medical Corps and to liberalize the promotion 
system of the Army Medical Service Corps. The former 
(S.1687) provides for appointment of women in the Dental 
and Veterinary Corps, as well as Medical Corps, on the same 
basis as men. It also authorizes commissioning of women as 
pharmacists, sanitary engineers, optometrists and allied scientists 
in the .Medical Service Corps. $.1688 defines precedence of 
Medical Service Corps personnel on the promotion list. 


Child Research Bill to be Considered 


May 11 and 12 have been scheduled for public hearings on 
the Douglas bill (S.904), which provides for a federal research 
program into medical, psychologic, sociologic and other aspects 
of child health. The American Parents Committee is a supporter 
of the bill and was instrumental in having it introduced by 
Senator Paul Douglas (Democrat, Illinois). The hearings will 
be conducted by the health subcommittee of the Senate Labor 
and Public Welfare Committee. 


3 ORGANIZATION SECTION 


Medical Legislation 


STATE LEGISLATION 


Alabama 

Bill Introduced.—S. 102 proposes to authorize any inhabitant of the 
state over the age of 21 years and of sound mind to arrange or prescribe, 
by an instrument in writing executed as a deed and filed for record in 
the office of the judge of probate of the county of his residence, for the 
disposition to be made, after death, of his body or any organ, member, 
or part thereof, provided the disposition of said body or part thereof is 
made for the purpose of advancement of medical science, or for the 
replacement of diseased or worn out parts of other human beings, or for 
the rehabilitation of human parts or other organs. 


Colorado 
Bill Enacted.—S. 84 was approved April 29, 1949. It creates a Colorado 
Commission on Alcoholism to study the problem of alcoholism, including 
methods and facilities available for the care, custody, detention, treat- 
ment, employment and rehabilitation of persons addicted to the intemper- 
ate use of spiritous or intoxicating liquors. 


Florida 

Bills Introduced.—H. 138 proposes to grant to expert witnesses a 
witness fee in such reasonable amount as the trial judge may determine, 
the same to be taxed as costs in the case. S. 459 and H. 706, to amend 
the medical practice act, propose that every person licensed under the 
laws of the State of Florida to practice medicine, surgery, osteopathic 
medicine, chiropractic, naturopathy, chiropody, podiatry or any other kind 
or branch of the medical or material healing art, whenever actively 
engaged in the practice of same, or whenever holding himself out as a 
practitioner of same, shall cause to be placed and kept in a conspicuous 
place at each entrance to his office or usual place of business, words or 
proper abbreviations in block letters, in intelligible lettering not less than 
2% inches in height and 1 inch in width clearly denoting the particular 
kind or branch of the medical or material healing art he is licensed to 
practice. This same requirement Is made of every sign wherever situated 
which the doctor may use. 


Illinois 

Bill Introduced.—S. 500 proposes the creation of a commission on the 
care of chronically ill persons to make a thorough investigation and study 
of the hospitalization and other care and treatment facilities available 
in the state for persons who are chronically ill, the adequacy of such 
facilities, the need of developing additional facilities for such purpose, 
the desirability of enacting enabling or corrective legislation to increase 
or improve such facilities, and all matters germane thereto. The investiga- 
tion and study should embrace both governmental and private facilities. 


Iowa 

Bill Enacted.—S. 339 was approved May 5, 1949. It is a food and 
drug act and provides, among other things, that any drug sold at retail 
and containing any quantity of aminopyrine, barbituric acid, pituitary, 
thyroid or their derivatives must be labeled in accordance with the pro- 
visions of the act unless it is sold on the written prescription of a doctor, 
dentist or veterinarian. 

Maryland 

Bills Enacted.—S. J. Res. 15 has become Joint Resolution No, 11 of the 
Laws of 1949. It requires the governor to appoint a commission to study 
the laws of Maryland requiring licenses to engage in a trade or occu- 
pation. S. 216 has become chapter 442 of the Laws of 1949. It provides 
that no deputy state health officer shall practice medicine or engage in 
any other occupation which would conflict with the performance of his 
individual duties. S. 350 has become chapter 464 of the Laws of 1949, 
It amends the workmen’s compensation act by providing for the appoint- 
ment of a medical board consisting of three members, to be appointed by 
the governor from a list of nominees to be submitted by the deans of the 
medical departments of the University of Maryland and of the Johns 
Hopkins University and by the council of the Medical and Chirurgical 
Faculty of Maryland, each of these three agencies to submit a list of at 
least three persons, two of whom shall be especially experienced ia 
occupational diseases, and one of whom shall be an experienced roent- 
genologist. 

Massachusetts 

Bills Introduced.—H. 2100, App. 1, proposes that the commissioner of 
public health shall be a graduate of an approved medical school and an 
accredited school of public health with three years’ experience in a full 
time position in public health administration or, in lieu of graduation 
from a school of public health, he shall have had at least five years’ 
experience in a full time approved position in public health. H. 2100, 
App. 18, preposes to require any physician having charge of the birth of 
a prematurely born infant to immediately notify the board of health and 
the board of public welfare of the town where the infant is born. 


Michigan 
Bills Introduced.—H. 483 proposes the creation of a beard of chiro- 
practic examiners and provides that licentiates under such a proposal 
would be authorized to practice a system of healing in the state of 
Michigan as taught by the approved colleges or schools of chiropractic 
and to use all necessary mechanical, hygienic and sanitary measures 
incident to the care of the body, but it shall not authorize the use of 
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compounded drugs, dentistry or optometry, Licentiates would be required 
to renew their license annually and, at the time of such renewal, to 
furnish satisfactory evidence that they kave attended not less than a 
three-day postgraduate conference as authorized by the Michigan state 
board of chiropractic examiners and conducted by the Michigan state 
chiropractic society, incorporated, or its equivalent. S. 323 proposes to 
repeal the basic science law. 


New York 
Bills Enacted.—S. 412 has become chapter 733 of the Laws of 1949. 
It provides for the creation of a state commission to be known as the 
mental health commission to initiate, formulate and execute a master plan 
for the promotion of mental health programs within the state. S. 2666 has 
become chapter 819 of the Laws of 1949. It provides for the establishment 
of state scholarships for professional education in medicine and dentistry. 


North Carolina 
Bill Enacted.—H. 835 was approved April 23, 1949. It provides for the 
establishment of a commission to study problems relating to the care of 
the aged and the intellectualiy handicapped. 


Ohio 

Bill introduced. _s. 338 proposes the creation of a state board of 
chiropractic examiners and defines chiropractic as the art and science of 
locating, the procedure preparatory to adjusting, and the adjusting by 
hand of the subluxations of the articulations of spinal column, which is 
deemed to be the twenty-four movable vertebrae, including the sacrum 
and coccyx and adjacent tissues, for the purpose of removing any inter- 
ference with nerve transmission; but it shall not include surgery nor the 
administration or prescription of any drug included in materia medica, 
and it shall not be deemed to be a branch of the practice of medicine or 


surgery. 
Oklahoma 
Bill Introduced.—S. 261 proposes that all persons who practice the 
healing art or any branch thereof shall report to the State Department of 
Health the name and address of any person under their care who is 
afflicted with epilepsy, mental disease or any other disease which brings 
on momentary lapse of consciousness. 


Pennsylvania 

Bills Introduced.—H. Res. 68 proposes the appointment of a commission 
to study existing and proposed legislation pertaining to the regulation and 
licensure of the practice of diagnosis and treatment of human ills and its 
related limited branches with a view to combining all of the existing 
boards under one board which shall have representatives from each of the 
various branches and to make provision thereon for future additions. 
This commission would be required to report its findings and conclusions 
to the next regular session of the General Assembly. H. 313 proposes the 
creation of a state board of chiropractic examiners and defines chiro- 
practic as a philosophy, science and art of things natural with the human 
body, a system of locating misaligned or displaced vertabrae of the human 
spine, the procedure preparatory to and the adjustment by hand of such 
misaligned or displaced vertebrae and other articulations and tissues of 
the human body together with the use of scientific instruments of analysis. 
S. 925 proposes an appropriation to the alcoholic information center 
and clinic for the purpose of expanding their facilities for research and 
training of personnel in the care, treatment and rehabilitation of alcoholic 
addicts. S. 952 proposes the creation of a state board of psychological 
examiners, one member of which shall be a qualified neuropsychiatrist 
who is a doctor of medicine licensed to practice medicine and surgery in 
Pennsylvania and experienced in mental and nervous diseases. 


Bills Enacted.—H. 220 has become Act No. 123 of the Acts of 1949. 
It authorizes the department of health to investigate the subject of 
alcoholism in respect to rehabilitation and to compile and maintain 
reliable statistics indicating the effectiveness of any rehabilitation pro- 
grams carried forward by state aided clinics for alcoholics, state hospitals 
and state-aided hospitals receiving alcoholics. H. 450 has become Act 
No. 123 of the Acts of 1949 and H. 451 has become Act No. 124 of the 
Acts of 1949. These laws provide that medical service plan corporations 
shall include the services of doctors of osteopathy. S. 444 was approved 
April 14, 1949. It provides that, to promote prevention, recognition and 
treatment of mental diseases, mental defect, epilepsy and inebriety, the 
Department of Welfare is empowered to establish, extend, operate, main- 
tain and provide out-patient services in conjunction with mental institu- 
tions owned or operated by the commonwealth and separate psychiatric 
clinical services. 

Tennessee 

Bill Enacted.—H. J. Res. 24 was approved April 15, 1949. It provides 
for the appointment of a commission to make a thorough study of the 
needs for qualified physicians in various areas of the state and the 
facilities of the University of Tennessee Medical College to the end that 
the facilities of said Medical College may be enlarged and adequately 
adjusted to train sufficient physicians each year to keep pace with the 
increasing population and the medical needs thereof, considering the 
number of physicians who retire from active service and to provide an 
increasing — of opportunity for a greater number of students to 
secure training in the medical profession. 


Texas 

Bills Enacted—H. 103 was approved April 28, 1949. It is a basic 
science law requiring any person desiring to take an examination for a 
license to practice any branch of the healing art to first pass an examina- 
tion in the basic sciences of anatomy, physiology, chemistry, bacteriology, 
pathology, and hygiene and public health. It exempts from its provisions 
any chiropractor who is a graduate of a school which was 
organized and conducted as a chiropractic school in the United States at 
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the time of such graduation and who has practiced chiropractic one year 
immediately preceding the effective date of this act and who resided in 
Texas for two years immediately preceding the effective date of this act 
and who has never had a license to practice any branch of the healing art 
eancelled by any American or Canadian state, province or territory. 
H, 721 was approved April 27, 1949. It provides for the creation of 
a Texas board of chiropractic examiners and provides that any person 
shall be regarded as practicing chiropractic who shall employ objective 
or subjective means without the use of drugs, surgery, x-ray therapy or 
radium therapy, for the purpose of ascertaining the alignment of the 
vertebrae of the human spine, and the practice of adjusting the vertebrae 
to correct any subluxation or misalignment thereof, 


Wisconsin 
Bill Introduced.—A. J. Res. 63 proposes that the university board of 
regents be requested to advise the legislature of the reasons for the lack 
of growth in the medical school, and the number of applicants yearly 
denied admission to the medical school and the reasons therefor, 


Coming Medical! Meetings 


American Medical Association, Atlantic City, June 6-10. 


Dr. George F. 
Lull, 535 N. Dearborn St., Chicago 10, Secretary. 


American Academ be Heureien?, French Lick, Indiana, French Lick 
Springs Hotel, oe R. Brown, 19 Millard Hall, Uni- 
versity of 14, Secretary. 

American Academy of Tuberculosis Physicians, 
| meng June 4. Dr. Oscar S. Levin, P. O. Box 

ecre 


American Association of Railway Surgeons, Chicago, Drake Hotel, June 
30-July 2. Dr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Secretary. 

American Association of the History of Medicine, Lexin 
ette Hotel, May 23-24. Dr. Benjamin Spector, 416 
Boston 15, Secrets etary. 

American College of Chest Physicians, Attentte City, Ambassador Hotel, 
une 2-5. Mr. Murray Kornfield, 500 N. Dearborn St., Chicago 10, 
xecutive Secretary. 

— of Radiology, Atlantic Chalfonte-Haddon Hall, 
June illiam C. Stronach, 20 N Wacker Drive, Chicago 6, 

American Dermatological Association, Hot Springs, Va., May 25-28. Dr. 
Leuis A. Brunsting, 102 Second Ave. S.W., Rochester, Minn. Secretary. 

American fe ye gy Association, Atlantic City, Claridge Hotel, 
June 3-4 Wilbur, 655 Sutter Street, San Francisco 2, 


Atlantic City, Hotel 
7011, Denver 6, Colo., 


, Ky., Lafay- 
untington Ave., 


Secretary. 
Anpeciogn Gastroscopic Society, Atlantic City, Claridge Hotel, ane 3-4. 


Dr. J. Edward Berk, 255 S. 17th St., Philadelphia 3, Secreta 
American Goiter Association, Madison, Wis., Hotel Loraine, May. 2 
Dr. Thomas C. Davison, 478 Peachtree St., N. E., Atlanta 3, : 
Secretary. 
American Medical Women’s Association, Atlantic City, June 4-5. Dr. 
Augusta Webster, 104 S. Michigan Ave., Chicago, ecretary. 


Association, Atlantic City, Chalfonte-Haddon 
June . H. Houston Merritt, 710 W. 168th St., New York 3 

une 2-4, Dr. Maynard C. heeler, 

retary. 

American Proctologic { ciety, Columbus, Ohio, May 31-June 4. Dr. 
W. Wendell Green, 1838 Parkwood Ave., Toledo 2, Ohio, Secretary. 
American Psychiatric Association, Montreal, Canada, May 23-27. Dr. 
o H. Bartemeier, General Motors Bldg., Detroit 2, Secretary. 
American Radium Society, Atlantic City, June 5. Dr. Hugh F. Hare, 

605 Commonwealth Ave., Boston 15, Secretary. 

American Therapeutic Society, Atlantic City, June 2-5. pe. 
Hunter, 915 Nineteenth St. , Washington, D. C., 

Association for the Study of Secretions, Atlantic Ci Jame 3-4. 
Dr. Henry H. Turner, 1200 N. Walker St., Oklahoma City 3, ecretary. 

Idaho State Medical Association, Sun Valley, June 20-23. Dr. Alfred M, 
Popma, 220 N. First St., Boise, Secretary. 

International Congress on Rheumatic Diseases, New York, Hotel Waldorf- 
storia, May 30-June 3. Dr. Philip S. Hench, ‘Mayo Clinic, Rochester, 
inn., ‘Chairman, American Committee. 

Maine Medical Association, Poland Spring, ng Spring House, June 
19-21. Dr. Frederick R. Carter, 142 High St., P ecretary, 
Massachusetts Medical Society, W greeter. Mas 24. 27. Dr. H. Quimby 
Gallupe, 8 Fenway, Boston 15, Secre 
New Hampshire Medical Society, Hotel 14- 

15. Dr. Carleton R. Metcalf, 5 S. State St., Concord, Secr 

Society for Investigative Dermatol logy» Atoate City, Ritz Soles Hotel, 
une 11-12. Dr. S. William Becker, 55 E. Washington St., Chicago 2, 
ecretary. 

Society of Atlantic Ci onte-Haddon H 

gene 12. Dr. . Thompson, 1136 Sith St., Los pe om 
retary. 


South Dakota State Metical Association, Yankton, May 22-24. Dr. Roland 
G. Mayer, 224 S. Main St., Aberdeen, Secretary. 

Southeastern Surgical Congress, Biloxi, Miss., May 23-26. Dr. Renlersia 
T. Beasiey, 45 Edgewood Ave. S.E., Atlanta 3, Ga., Secretary 

Western Branch of American aie Health Associaiton, Los ren 
Hotel Biltmore, Ma Jodsne 1. Mr. Walter S. Mangold, Vairnn 
of California, Ber. alif., Secretary. 


Boxin s, Va., The Homestead, 
. 59th St., New York, 
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GOVERNMENT SERVICES 


SECRETARY OF DEFENSE 


RESIDENCIES AVAILABLE 


The University of Minnesota Medical School and its affiliated 
hospitals report that a number of residency vacancies have 
occurred as the result of the postponement of appointment dates 
of applicants who were tentatively selected for residencies to 
begin July 1, but whose appointments are being postponed so 


that the men may be available to help meet the urgent need 
of the armed forces for medical officers. The vacancies are 
distributed over most of the medical and the surgical specialties. 
Substitutes for these appointments will be selected from the 
applicants who have had active military service as medical 
officers. 


ARMY 


MEETING OF MEDICAL CONSULTANTS 


The Advisory Council, Society of U. S. Medical Consultants 
in World War II, met April 16 in the Pentagon, Washington, 
D. C. Dr. Henry M. Thomas Jr., of Johns Hopkins Hospital, 
Baltimore, opened the meeting. Col. Paul I. Robinson, Chief, 
Personnel Division, Surgeon General’s Office, discussed the 
officer procurement program. Col. A. H. Schwichtenberg, 
Chief, Medical Plans and Operations, Surgeon General’s Office, 
discussed recent policy decisions on basic operational problems. 
The various committees presented progress reports. Reporting 
for the consultants in the Zone of Interior Committee were 
Dr. Garfield G. Duncan, Philadelphia, and Lieut. Col. W. F. 
Bowers, Chief, Surgical Consultants Division, Office of the 
Surgeon General; for the Reserve Affairs Committee, Dr. 
Frank B. Berry, New York, and Col. Charles K. Holmes, 
Chief, Civilian Components Branch, Personnel Division, Sur- 
geon General’s Office, and for the Residency Training Program, 
Dr. Yale Kneeland, New York, and Lieut. Col. Fred J. Fielding, 
Chief, Career Guidance Section, Personnel Division, Surgeon 
General’s Office. The meeting was then open to a general 
discussion. 


CONSULTANT TEAM GOES TO GERMANY 


Five medical consultants left April 18 for Germany to devote 
about thirty days to visiting hospitals where they will conduct 
teaching clinics and be available for consultation and care of 
patients. The team comprises Drs. Frank A. Stewart, Tulsa, 
Okla. (orthopedics); Shirley H. Baron, San Francisco (ear, 
nose and throat); Staige D. Blackford, Charlottesville, Va. 
(internal medicine); Elwin M. Williamson, Kalamazoo, Mich. 
(neuropsychiatry), and Col. Warner F. Bowers, Chief, Surgical 
Consultants Branch, Surgeon General’s Office. 


PROPOSED COURSE FOR RESERVE 
NUTRITION OFFICERS 


Reserve and former nutrition officers met April 20 in Detroit 
in conjunction with the meeting of the Federation of American 
Societies for Experimental Biology. Plans are being formed 
for a two week refresher course for reserve nutrition officers 
to be held at the Medical Nutrition Laboratory in Chicago as 
part of the active duty training program. Establishment of 
the course will depend on the number of reserve officers willing 
to attend. Those interested should notify the Chief, Nutrition 
Branch, Medical Service Corps, Surgeon General’s Office, 
Department, of the Army, Washington, D. C., at once. 


UNESCO BOOK COUPONS 


The Army Medical Library has agreed to accept UNESCO 
book coupons in payment for its photoduplication services in 
“soft currency” countries. These coupons, which are redeemable 
by UNESCO, are currently offered for sale by UNESCO 
throughout the world. Doctors wishing microfilm may buy the 
coupons with their local currency. It is expected that this 
device will expand even further the Library’s widespread photo- 
duplication activities. 


ADDITIONAL ADVANCED TRAINING OF 
MEDICAL OFFICERS 


The following Medical Department officers have been accepted 
for advanced training by civilian schools and hospitals: 


Name 
James A. V, Galvin, 


Major 
George M. Sabin, Jr., 


Course 
Psychiatry 


Institution 
University of Illinois, Chicago 


General Hospital, Laryngoscopy and 


or intubation 
Marchal B. Atkinson, Manhatten General Hospital, Laryngoscopy and 
First Lieutenant New York intubation 
A Maryland General Hospital, and 
Baltimore, Maryland 
Wallan 8 Utah, Salt Lake PR 
ity, Uta 
Charles L Bryans Jr., University Hospital, Augusta, Obstetrics and 
aptain ueorgia gynecology 
Grady W. Phillips, Chicago Lying-in Hospital, Obstetrics and 
aptain icago 
Richard L. Kasper Los Angeles County Hospital Ophtha mology 
First 
Arnold ; Jackson Memorial Hospital, Medicine 
James L. McNeil, St. Louis Children’s Hospital Pediatrics 


Lieutenant 
Edwin J. Westfall, 


Internal medicine 
First L ieutenant 


Grace Hospital, Detroit 


George C. Weinland, Indiana University Neuropsychiatry 
First Lieutenant Indianapolis ptt 
Frank J. Cozzetto, Colorado General Hospital, Internal medicine 

First Lieutenant Denver 


BEQUEST TO ARMY MEDICAL LIBRARY 


The will of Mrs. Emma Wheat Gillmore, under which the 
Army Medical Library is a beneficiary, has been admitted to 
probate in New York City. After paying expenses incident to 
settlement of the estate, it is estimated that this bequest will 
amount to about $23,000. Mrs. Emma Wheat Gillmore, herself 
a Doctor of Medicine, was the widow of Capt. Robert Tracy 
Gillmore, medical reserve corps, who died while serving at 
Fort Oglethorpe, Ga., in World War I. 


PERSONALS 


Major Jack P. Love, who has been appointed a White House 
aide, is the first M.S.C. officer to be so appointed. The Army, 
the Air Force and the Navy each has seven officers for detail 
as aides at the White House. Their duties are to assist in 
formal ceremonies and social functions. Major Love received 
a B.S. in Hospital Administration from Northwestern Uni- 
versity in 1948, graduated from the officers’ candidate schoo! 
at Carlisle Barracks, Pa., in 1941, and served about four years 
during the War in the Southwest Pacific Theater. 

Major Maxwell Dauer, M.S.C., who was recently certified 
in x-ray and radium physics by the American Board of Radi- 
ology, is the first Army Medical Department officer to be 
certified in this field. He is assigned to the Atomic Energy 
Commission. Major Dauer formerly was an instructor in roent- 
genology at the Army Medical School. He was radiologic 
monitor for the Bikini atom bomb tests and a member of the 
Atomic Energy Commission proving ground group for the 
Eniwetok atom bomb tests. 
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AIR FORCE 


NEW REHABILITATION PROGRAM 


A new rehabilitation program, designed to effect more rapid 
convalesence of hospitalized airmen, will be initiated by the 
U. S. Air Force base hospitals on July 1. The Air Force 
program, according to Major General Malcolm C. Grow, the 
Air Surgeon, will go a step further and provide part time work 
fitted to the stage of convalescence of the patient and his 
regular duty assignment. The program will require close 
cooperation between base surgeons and unit commanders. The 
surgeons will be responsible for determining when a patient is 
capable of working on a part time basis and for selecting the 
type of work to be assigned. Unit commanders will plan 
suitable schedules of work. During the convalescent period, 
the airmen will remain in the custody of the hospital with the 
exception of the work period. Rehabilitation needs will be 
determined by the surgeons on the basis of the nature of the 


injury or illness of the airmen involved. Each airman will 
receive a daily check-up to determine the type of work which 
will best fit his needs. 


CERTIFICATES FOR FORMER FLIGHT 
SURGEONS 


Certificates are now ready for mailing to former medical 
officers who served during the war with the designation of 
flight surgeons. The certificates, which are suitable for fram- 
ing, indicate that the officers concerned were graduated from 
the aviation medical examiner’s course given at the U. S. Air 
Force School of Aviation Medicine, Randolph Air Force Base, 
Texas. Those eligible to receive the certificates may secure 
them by writing to The Air Surgeon, Headquarters, U. S. Air 
Force, Washington 25, D. C. Officers now on active duty are 
not eligible to receive the certificates. 


NAVY 


NEW NAVAL HOSPITAL 


The new Naval Hospital at Beaufort, S. C., costing $9,500,000, 
was commissioned April 29, replacing the present inadequate 
facilities at the Marine Recruit Depot at Parris Island, which 
will be decommissioned. The new hospital was designed to be 
a 500 bed hospital but was reduced to 300 beds because of a 
limitation of funds. 

Among those speaking at the ceremonies were Representative 
L. Mendel Rivers, South Carolina; Senator Olin D. Johnston, 
South Carolina; Representative Harry R. Sheppard, California ; 
Governor J. Strom Thurmond of South Carolina; Major Gen- 
eral Alfred H. Noble, Commanding General, U. S. Marine 
Recruit Depot, Parris Island, S. C.; Rear Admiral C. A. Swan- 
son, Chief of the Bureau of Medicine and Surgery, and Rear 
Admiral John J. Manning (C.E.C.), Chief, Bureau of Yards 
and Docks. Other prominent guests present were Representa- 
tive Robert L. F. Sikes, Florida; Rear Admirals A. H. Dearing, 
J. B. Logue, B. Groesbeck and C. V. Rault and Captain Nellie 
J. Dewitt, Superintendent of the Navy Nurse Corps. 


COURSE IN SPECIAL WEAPONS AND 
RADIOACTIVE ISOTOPES 


About 300 Naval reserve officers and 6 Royal Canadian medi- 
cal reserve officers attended the five day course in Medical 
Aspects of Special Weapons and Radioactive Isotopes which 
began April 25 at the Naval Medical School, Bethesda, Md. In 
addition to Naval officers and representatives of other govern- 
ment agencies, the following civilians were among the speakers: 
Dr. Shields Warren, Dr. Charles F. Geschickter, J. B. Trunnell, 
Dr. Yale Kneeland Jr., Herbert Friedman, Philip H. Abelson, 
Karl Z. Morgan, Dr. Howard Andrews and R. E. Lapp. 


THE EDWARD RHODES STITT LIBRARY 

The Medical Library at the U. S. Naval Medical School, 
Bethesda, Md., lias been designated by the Surgeon General as 
the Edward Rhodes Stitt Library in honor of the late Rear 
Admirai Stitt, the Surgeon General of the Navy from 1920 to 
1928. Mrs. Stitt presented a collection of the late Admiral’s 
civilian scientific medals, fraternal and honorary keys to the 
library, where they will be placed on permanent display. 


COURSE ON FITTING ARTIFICIAL LIMBS 


A ten day course of instruction on the manufacture and use 
of artificial limbs was recently completed by representatives of 
governmental and civilian artificial limb shops at the Naval 
Hospital, Mare Island, Calif. The course included fitting of 
artificial limbs employing the new functional ankle and soft 


socket for below knee amputees and the functional hinges and 
suction sockets for arm amputees. These devices were origi- 
nated and introduced by the Naval Hospital, Mare Island. 
The course was conducted by the staff of the artificial limb 
department of that hospital, under the direction of Capt. W. H. 
Perry, U.S.N., and Comdr. T. J. Canty, U.S.N., who heads the 
artificial limb department. Eleven amputees from the San 
Francisco Bay area were selected as working models. On com- 
pletion of the course both the students and the patients were 
unanimous in their praise of the work and the finished limbs. 


PERSONALS 


Lieutenants (jg) Cyril J. Honsik of Oak Park, Ill, Gerald 
A. Martin of Maryland and William R. True of Bethany, Mo., 
have been appointed to the Regular Navy Medical Corps from 
an active reserve status. 

Lieut. Comdr. Newell Nay, M.C.R., of Long Beach, Calif., 
has been nominated for recall to active duty and will report 
to the Naval Air Station, Quonset Point, R. I. 

Lieut. Boyd K. Black and Lieut. (jg) Martin O. Greaney Jr. 
have been nominated for postgradute instruction in neuro- 
pathology at Mayo Clinic and a residency in obstetrics and gyne- 
cology at the Columbia Hospital for Women, Washington, 
D. C., respectively. 

Lieut. (jg) John R. Kimball, M.C.R., has been nominated 
for his first active duty as an intern at the Naval Hospital, 
San Diego, Calif. 

Capt. Newton T. Saxl of New York City has been nominated 
for voluntary recall to active duty and will be stationed at the 
Naval Receiving Station, Brooklyn. 

Comdr. Russell H. Blood, M.C.R., of Los Angeles, has been 
nominated for recall to active duty. 

Lieut. Gustave T. Anderson of North Platte, Neb., has been 
appointed to the Regular Navy Medical Corps from an active 
reserve status. 

Capt. Lyle A. Newton, M.C., and Comdr. John E. Gorman, 
M.C., have been certified by the American Board of Urology 
and the American Board of Internal Medicine, respectively. 

Comdrs. Joseph M. Coppoletta, North Hackensack, N. J., 
and Walter C. Tilden, Weems, Va., have requested recall to 
active duty in the Medical Corps Reserve. 

Lieut. (jg) John H. Schulte, who recently was appointed in 
the Regular Navy from the reserve corps, has been nominated 
for duty as a resident in internal medicine at the Naval Hospital, 
San Diego, Calif. 

Lieut. Lester W. Fix, M.C., has been nominated for duty 
under instruction in anatomic pathology at the University of 
Illinois College of Medicine, Chicago. 
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PUBLIC HEALTH SERVICE 


BCG VACCINATION FOR INDIAN 
CHILDREN 


Plans have been completed for a program of BCG vaccination 
at several Indian reservations and units of the Indian Service. 
Cooperating in this program will be the Bureau of Indian 
Affairs and the Public Health Service with Dr. Arthur W. 
Dahlstrom, Tuberculosis Control Officer, Bureau of Indian 
Affairs, in charge. ° 

The Bureau of Indian Affairs will be responsible for admin- 
istration and promotion of the evaluation program and for the 
collection of all technical data during the tuberculin testing and 
BCG vaccination activities, and it will furnish the personnel 
and supplies required for these activities. 

The Division of Tuberculosis will provide technical guidance 
in developing the evaluation study and will train professional 
personnel assigned to the project by the Bureau of Indian 
Affairs. The Division also will be responsible for the research 
aspects of the project and will analyze the results when the 
testing and vaccination activities have been completed. 

Dr. Albert P. Knight of the Immunization Evaluation Sec- 
tion, Division of Tuberculosis, Public Health Service, will serve 
as Public Health Service consultant to the joint evaluation 
program. Dr. Knight also is in charge of the training program 
which began on March 21, in Albuquerque, N. M 

The mass tuberculin testing and vaccination activities under 
the study will continue until June of this year at reservations 
and units of the Indian Service located in Arizona, Colorado, 
Idaho, Montana, New Mexico, North Dakéta, South Dakota, 
Utah and Wyoming. About 18,000 children attending Indian 
Service schools in these areas will be tuberculin tested, and non- 
reactors will be offered BCG vaccination. 


ESTABLISH INSTITUTE OF MENTAL HEALTH 


A National Institute of Mental Health, authorized by the 
Seventy-Ninth Congress, has been created in the National 
Lnstitutes of Health. The new institute will continue to pro- 
gram formerly carried out by the Division of Mental Hygiene 
of the U. S. Public Health Service. This program is directed 
toward gaining more knowledge of the cause, prevention and 
control of mental illness and the training of personnel and 
developing of community mental health facilities. The director 
of the National Institute of Mental Health will be Dr. Robert 
H. Felix, who has been Chief of the Division of Mental Hygiene 
since 1944. Dr. Felix will serve under the general supervision 
of Dr. R. E. Dyer, Director of the National Institutes of Health. 
Dr. Felix is a specialist certified by the American Board of 
Psychiatry and Neurology. The Advisory Mental Health 
Council, consisting of six civilian authorities in this field, will 
assist in formulating policies for the new institute. Temporarily, 
headquarters of the National Institute of Mental Health will 
be located in the Federal Security Building, Washington, D. C. 
Transfer will be. made to the National Institutes of Health in 
Bethesda as soon as new buildings now under construction are 
completed. 


TESTS CONDUCTED AT DONORA 


At the request of the city of Donora, the’ Pennsylvania State 
Health Department and the C.I.O. Steelworkers, the Public 
Health Service conducted tests to determine the cause of last 
fall’s disaster at Donora. Contrary to reports that many persons 
had been affected by the tests, Surgeon General Leonard A. 
Scheele stated that no evidence had been found of any person’s 
suffering serious effects from the four day tests, which ended 
on April 21. 


INFLUENZA STUDY PROGRAM 


An exhibit showing the work of the Influenza Study Pro- 
gram of the World Health Organization, particularly as it 
operates in the United States, has been prepared by the Office 
of Scientific Reports, National Institutes of Health. The exhibit 
shows the locations of participating laboratories in the United 


States and electron micrographs of various strains of influenza 
virus. Several of the micrographs were furnished by the World 
Influenza Centre, London. They show strains isolated in Europe 
during 1949, and some include the filamentous forms of virus 
reported by the World Influenza Centre. The exhibit was 
scheduled for showing before the Society of American Bac- 
teriologists in Cincinnati, May 17-20, and at the Third Annual 
Meeting of the Marine Hospital Medical and Dental Associa- 
tion at Stapleton, Staten Island, N. Y., May 12-14. 


PERSONNEL ON LOAN TO GREECE 


A number of Public Health Service officers and technicians 
are on loan to the Economic Cooperation Administration Mis- 
sion to Greece. Medical Director O. F. Hedley of the Public 
Health Service is head of the Public Health Division of the 
mission, which works in close cooperation with the Greek 
Government, the Greek Red Cross and other rehabilitation and 
reconstruction agencies there. The mission, the World Health 
Organization and other health agencies in Greece have been 
cooperating on malaria control, tuberculosis control and environ- 
mental sanitation. Senior Surgeon Leslie W. Knott, assistant 
director of the Public Health Division, is returning to the 
United States and will be replaced by Senior Surgeon Robert 
L. Cherry. Senior Surgeon Fred W. Love, who is in charge 
of tuberculosis work of the division, will also return and will 
be replaced by Senior Assistant Surgeon Gerald R. Clark. 


ALL STATES EXCEPT NEVADA HAVE COM- 
PLETED HOSPITAL SURVEYS 


The Public Health Service reports that as of April 8 all of 
the fifty-three states and territories, with the exception of 
Nevada, have completed surveys of their hospital facilities 
and passed legislation to enable them to participate in the 
federal hospital construction program. A total of 643 applica- 
tions with an estimated total cost of $366,000,000 had received 
initial approval by January 1. The federal contribution to these 
projects is estimated at $107,000,000. 


CANCER RESEARCH GRANTS 


Following recommendation by the National Advisory Cancer 
Council, the Surgeon General has approved research grants 
totaling $671,200 to finance research in cancer. Among the 
grants was $18,306 to Yale Medical School to determine whether 
cell-destroying viruses may show the properties of cancer- 
inducing agents. Another grant for $12,312 to Washington 
University School of Medicine, St. Louis, is for an investigation 
of weight loss in persons with advanced cancer. 


PERSONALS 


Lawrence B. Hall, sanitary engineer, Public Health Service, 
has left for Iran to help in that country’s fight against malaria. 
Mr. Hall’s services were requested by the Iranian Embassy in 
Washington under terms of the Smith-Mundt Act, an educa- 
tional program in which the United States gives technical 
assistance on a reciprocal basis with other nations. The Iranian 
Government will pay Mr. Hall’s foreign allowance, travel and 
living expenses. 

Dr. Moises Polak of Buenos Aires has arrived at the National 
Cancer Institute, Bethesda, Md., for a three month special 
fellowship during which he will apply silver impregnation 
technics to the study of experimental cancer in animals. These 
technics have been used routinely in Dr. Polak’s laboratory, 
but they have been little used in the United States. 

On March 17 Dr. Robert H. Huebner of the National Insti- 
tutes of Health, Bethesda, Md., was presented with the 1948 
award of the Washington, D. C., Academy of Sciences “in 
recognition of his contributions to our knowledge of the trans- 
mission of certain rickettsial diseases,” especiaily rickettsialpox 
and Q fever. 
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(Physicians will confer a favor by sending for this department 
items of news of general interest: such as relate to society activi- 
ties, new hospitals, education and public health. Programs 
should be received at least two weeks before the date of meeting.) 


CONNECTICUT 


Bicentenary of Edward Jenner.—An exhibition commemo- 
rating the two hundredth anniversary of the birth of Edward 
Jenner on May 17 is on display this month in the Medical 
Library of Yale University School of Medicine, New Haven. 
From Yale’s Harvey Cushing Collection are shown copies of 
all the early editions of “An Inquiry into the Cause and Effects 
of the Variolae Vaccinae,” which contained Jenner’s most 
important conclusion: “that the cowpox protects the human 
constitution from the infection of smallpox.” Subsequent 
writings are shown, including “Further Observances” and 
“Continuations,” that Jenner published in answer to criticisms 
that arose concerning his discovery and to record further 
cases. Among them are several translations of his works in 
Latin, German, French, Dutch and Russian. Special attention 
is given to the part played by Thomas Thacher of Boston, 
whose “Brief Rule” was the earliest medical document printed 
in the colonies. It also illustrates the roles of Cotton Mather, 
Zabdiel Boylston and Benjamin Waterhouse, early advocates 
of inoculation. Also shown is Benjamin Franklin’s famous 
communication on the subject, issued in 1759. An original pastel 
drawing of Jenner by John Raphael Smith, original Jenner 
letters, caricatures inspired by the vaccination controversy and 
other related materials are on exhibit. 


DISTRICT OF COLUMBIA 


Personal.—Dr. Warren Andrew, chairman, department of 
anatomy, George Washington University School of Medicine, 
Washington, D. C., who has been visiting professor of anatomy 
at Washington University School of Medicine in St. Louis, 
returned to the university March 15, and will be in charge of 
the histology class for the remainder of the course. 

Noyes Foundation Aids Students.—The Jessie Smith 
Noyes Foundation has rendered financial assistance to fifteen 
Negro medical students during the current academic year. The 
awards ranged from a loan of $300 to a grant of $1,400. Nine 
students at Howard, one at Meharry and five at other institutions 
received the awards. The Noyes Foundation has assisted 
thirty-nine students in all categories since it was established 
in July 1947 by Mr. Charles F. Noyes, New York realtor, in 
memory of his wife. 

ILLINOIS 


Dr. Jerome J. Sievers Resigns.—Dr. Jerome J. Sievers, 
Springfield, chief of the Division of Communicable Diseases, 
has resigned from the Illinois State Department of Public 
Health, effective May 30, to enter private practice in California. 
Dr. Leonard M. Schuman, Springfield, chief of the Division 
of Venereal Diseases, will head the Division of the Communica- 
ble Diseases temporarily in addition to his regular duties. This 
resignation leaves vacancies in fourteen posts requiring doctors 
in the department of public health. 


Chicago 


Presbyterian Interne-Resident Reunion Dinner.—This 
dinner will be held in the Casino Room of the Congress Hotel, 
June 14, at 6:30 p. m. Reservations should be made through 
the medical director’s office of the hospital. Clinics and tours 
through the hospital are being arranged for the day. 

Ernest E. Irons Lecture.—Dr. Sidney Farber, Children’s 
Medical Center, Boston, will give the 1949 Ernest E. Irons 
Lecture for Kappa chapter of Nu Sigma Nu, University of 
Chicago at 8 p. m., May 26 in Pathology 117, Albert Merritt 
Billings Hospital. ‘His subject will be “Experimental Chemo- 
therapy of cer with Particular Reference to Folic Acid 
Antagonists.” 

Graduate Courses.—The Cook County Graduate School 
of Medicine has arranged two courses for the summer months 
A two weeks’ intensive personal course in the Diagnosis and 
Treatment of Congenital Malformations of the Heart will be 
presented by Dr. Benjamin M. Gasul beginning June 13. Another 
two weeks’ course in Cerebral Palsy will be presented by 
Dr. Meyer A. Perlstein beginning August 1 
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._ Loyal Davis Named to Grunow Chair in Surgery.— 
Dr. Loyal Davis, professor of surgery and chairman of the 
department in the Northwestern University Medical School, 
and chief of staff of Passavant Memorial Hospital, has been 
appointed the first Grunow Professor of Surgery at the uni- 
versity. The chair in surgery was established last February 
with a gift from the Lois Grunow Memorial Clinic, Inc., of 
Phoenix, Ariz. (THE JouRNAL, February 19, p. 536). 'Dr. 
Davis has been a member of the faculty since 1925 and chairman 
of the department of surgery since 1932. The sreveeriee 
was named in memory of Lois Grunow, who di t the age 
of 7. Her father, William C. Grunow of Lake todd, Wis., 
chairman of the memorial clinic’s board of directors, founded the 
clinic in 1930. His support of both the Phoenix institution and 
research in surgery at Northwestern is the result of his desire 
to improve surgical technics and to make good surgical care 
available to children. 


KENTUCKY 


The Gross Lecture.—The annual lecture in honor of Dr. 
Samuel D. Gross, former professor of anatomy and surgery 
at the University of Louisville School of Medicine, was given 
by Dr. Warren E. Cole, Chicago, April 28, on “Diseases of the 
Gall Bladder.” Phi Chapter of Phi Delta Epsilon sponsored 
the lecture. 

Dentists Oppose Political Medicine—At the annual 
convention of the Kentucky State Dental Association in 
Louisville April 5 a resolution was adopted criticizing political 
medicine and dentistry and calling on Congressmen to vote 
against pending bills which would set up a socialistic system 
of medical and dental care. 

Poliomyelitis Planning Conference.—A coordinated pro- 
gram to combat possible poliomyelitis epidemics in the state 
was discussed at the state’s first Poliomyelitis Planning Con- 
ference in Louisville April 26. Hospital facilities, nursing care, 
medical aid and trained personnel available were studied. 
Refresher courses for doctors, nurses and nurses aids on 
treatment of poliomyelitis are already being conducted or 


plans proposed. 
LOUISIANA 


Alpha Omega Alpha.—The “Beta of Louisiana” chapter 
of Alpha Omega Alpha was installed at the Louisiana State 
University School of Medicine, New Orleans, on April 28. 
It is the fifty-second chapter in medical schools of the United 
States and Canada. Guests of honor included Dr. William 
W. Frye, associate dean of the Tulane University School 
of Medicine and dean-elect of Lowsiana State University 
School of Medicine, who gave the installation address. The 
charter was conferred by Dr. Walter L. Bierring, national 
president of Alpha Omega Alpha, and accepted by Dr. Edgar 
Hull, acting dean of the medical school. Dr. Josiah J. Moore, 
national secretary of Alpha Omega, presented the certificates 
and keys to the initiates. 


MARYLAND 


Public Health Anniversary.—The Maryland State De- 
partment of Health on May 6 celebrated the seventy-fifth anni- 
versary of its founding in the Baltimore office of Dr. Nathan 
R. Smith. Maryland was the sixth state to organize a board 
of health. The work began with the prevention and control of 
epidemics, improvement of sanitary conditions and reporting 
of deaths. In 1922 it entered the field of personal hygiene with 
the provision of educational and preventive services for 
expectant mothers. The dental program, school health work and 
concern for industrial health problems followed. Curative 
services were included in 1945 along with the medical care 


program. 
“MASSACHUSETTS 


Dr. Berry Appointed Dean at Harvard.—Dr. George P. 
Berry, professor of bacteriology and asseciate dean of the 
University of Rochester (N. Y.) School of Medicine and Dentis- 
try, has been appointed dean of the Harvard Medical School, 
Boston, effective July 1, to succeed Dr. C. Sidney Burwell, who 
has resigned to devote his full time to teaching and research. 
Dr. Berry will also hold an appointment as professor of 
bacteriology. A graduate of Johns Hopkins University School 
of Medicine, 1925, he has served in Johns Hopkins Hospital 
in Baltimore and in the Hospital of the Rockefeller Institute 
for Medical Research in New York, as well as in the Rocke- 
feller Institute itself. He has held administrative posts in the 
University A Rochester School of Medicine and Dentistry 
since 1932, when he became assistant dean, and was promoted 
to associate dean in 1947. A lieutenant commander in the 
Medical Corps, U. S. Naval Reserve, since 1941, Dr. Berry 
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participated in the atomic bomb tests at Bikini atoll in 1946. 
He is associate editor of the Journal of Immunology and of 
Bacteriological Reviews and a member of the editorial board 
of the Journal of Bacteriology. He has conducted research on 
psittacosis, yellow fever and encephalitis and is especially 
interested in the mechanisms of virus infections. A specialist 
certified by the American Board of Internal Medicine, Dr. 
Berry is a former president of the American Association of 
Immunologists, has served as vice president of the association 
of American Medical Colleges and is a member of numerous 
scientific societies. He is a director of the Josiah Macy Jr. 
Foundation and a member of the Division of Medical Sciences, 
National Research Council. 


_State Medical Meeting.—The Massachusetts Medical: So- 
ciety will hold its annual meeting in the Memorial Auditorium 
in Worcester May 24-26 under the presidency of Dr. Daniel 
B. Reardon, Quincy. The scientific sessions will open with 
the Annual Oration by Dr. C. Sidney Burwell, dean of Harvard 
Medical School, on “Responsibilities of Medical Education.” 
Out-of-state speakers include: 


ae 9 Crile Jr., Cleveland, The Management of Thyroid Disease. 

H. Houston Merritt, New York, Diagnosis and Management of Chronic 
Recurrent Headache, 

William B. Snow, New York, Mechanical and Clinical Considerations in 
the Medical Care of Patients with Low Back Pain 

Granville A. Bennett, Chicago, 
“hondromatous Tumors in 


Interpretation and Management of 


R 
F. Bayard Carter, Durham, N. C., y. 
B. Ebbett, Houlton, Me., Obstetrical Problems in Rural 


The Shattuck Lecture will be delivered by Dr. Paul D. White, 
Boston, on “La Médecine du Coeur.” At the dinner meeting 
Wednesday evening the guest speaker will be Roscoe Pound, 
LL.D., Boston, whose subject will be “The Professions in the 
Society of Today.” The Woman’s Auxiliary will meet in 
Worcester May 24-25. 

NEW YORK 


Dr. Kolb Retires.—Dr. Edwin P. Kolb, Holtsville, L. L., 
on April 30 retired after thirty-three years as superintendent 
of the Suffolk Sanatorium. Under his administration the hos- 
pital grew from a 44 bed institution to one with a potential 
capacity of over 200. Dr. Cecil L. Schultz, superintendent of 
the Estelle and Walter C. Odell Memorial Sanatorium, New- 
burgh, will succeed Dr. Kolb. 

Grant to University of Buffalo.—A grant of $2,150 for 
this year has been made to the University of Buffalo School of 
Medicine for special work in promoting “doctor-patient relation- 
ships.” The grant was made by the Lamb Foundation, which 
was established by Dr. Robert B. Lamb, a retired psychiatrist 
of Harmon-on-Hudson. Most of the sum will be used for full 
support to a fellow in psychosomatic medicine at the Edward J. 
Meyer Memorial Hospital and partial support to a Meyer hos- 
pital resident in medicine who has had psychiatric training. 

Spotted Fever Vaccine Distribution Discontinued. — 
The U. S. Public Health Service is discontinuing the prepara- 
tion of Rocky Mountain spotted fever vaccine for the state 
health department, since the material is now available from com- 
mercial manufacturers. The state department will purchase 
vaccine for distribution in known endemic areas in the state, 
Long Island counties of Suffolk and Nassau. In 1948 only 
20 cases and 1 death were reported, all from Suffolk County. 
Health officers or other physicians who wish to continue to 
use the vaccine for immunization will need to arrange for its 


purchase. 
New York City 


Report of Red Cross Blood Program.—The first anni- 
versary of the Red Cross Blood Program of the Greater New 
York Chapter was observed May 4. The chapter reports that 
5,700 patients and 202 voluntary and municipal hospitals 
received blood in the first year of operations of the collection 
program. Brigadier General Charles M. Walson, administrator, 
estimated that 500,000 patients were aided in municipal hospitals 
and through a system of individual and group credits that made 
blood available to 312 participating business, religious and fra- 
ternal organizations. In April 35 mobile units were sent out, 
and 40 are scheduled in May with visits planned to 120 
business organizations. 

Psychiatric Clinic to Assist Courts.—In an attempt to 
find basic causes of antisocial behavior in young persons brought 
before the city’s magistrates’ courts, a psychiatric clinic was 
opened May 2 in the Criminal Courts Building, 100 Centre 
Street. The clinic will be operated on a year-round basis and 
will be devoted exclusively to persons between the ages of 
| 16 and 21. It is sponsored by the New York City Youth 
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Board, which is bearing the entire cost. Referrals will be 
made by magistrates and probation officers. The clinic is 
partly an outcome of a two month demonstration project con- 
ducted by the Youth Board jointly with the Magistrates’ Courts 
in 1948. The board is composed of representatives of several 
city departments. 

Teaching and Research Programs Expanded.—Dr. S. 
Bernard Wortis, professor of psychiatry and chairman of the 
department in New York University College of Medicine, has 
been given the additional title of professor of psychiatry and 
neurology in the university’s new postgraduate school of medi- 
cine. He has relinquished administrative responsibility as direc- 
tor of the Bellevue Psychiatric Division, and on January 1 
became consultant in psychiatry and neurology to the division. 
Dr. Lewis I. Sharp, associate professor of clinical psychiatry 
at New York Univesity, has become director of the Bellevue 
Psychiatric Division. In addition, Dr. Morris Herrman, asso- 
ciate professor of psychiatry, has relinquished his position as 
assistant director of the Bellevue Psychiatric Division in order 
to do full time psychiatric teaching and research in the post- 
graduate and undergraduate colleges of medicine. He will be 
visiting psychiatrist and neurologist to the Bellevue Psychiatric 


Division. 
NORTH CAROLINA 


Tumor Clinic Opened.—Mercy Hospital in Charlotte 
opened a tumor clinic for charity patients February 28 with 
Dr. Roy B. McKnight as director. The tumor clinic is the 
second in Charlotte, one having been opened in the Charlotte 
Memorial Hospital four years ago. Doctors with patients who 
have tumors needing further investigation and who are unable 
to pay for these services may refer their patients to the clinic, 
which is held from 8: 30 until 9:30 each Monday morning. 

Dr Lowenbach’s European Assignment.— Dr. Hans 
Lowenbach, associate professor of neuropsychiatry, Duke Uni- 
verstiy School of Medicine, Durham, has been called to active 
duty in the U. S. Army Medical Department, as a neuropsy- 
chiatric consultant in the European Theater for one year 
beginning June 30. He will, among his other duties, contribute 
to the army’s new teaching program for young army doctors 
abroad. Dr. Lowenbach was in Germany for seven months 
in 1946 as special emissary of the government. 

Course in Medical Mycology.—Duke University School 
of Medicine and Hospital offer a month’s course in medical 
mycology under the direction of Norman F. Conant, Ph.D., 
during July. The course is designed to insure a working 
knowledge of the human pathogenic fungi. Work with patients, 
cultures and laboratory animals will serve as a basis for this 
course. An opportunity to study gross and microscopic patho- 
logic material will be given. Applications will be considered 
in the order in which they are received. An attempt will be 
made, however, to select students on the basis of their previous 
training and their stated need for this type of work. A fee 
of $50 will be charged for this course, on the completion of 
which a suitable certificate will be awarded. Direct inquiries 
to Dr. Norman F. Conant, Duke University School of Medi- 
cine, Durham, N. C. 

OREGON 


Second Course in Nuclear Science.— The second six 
month course in nuclear science offered by Reed College, 
Portland, Ore., under sponsorship of the Atomic Energy Com- 
mission will begin July 5. The program is designed to meet 
the needs of postdoctoral fellows studying under the Division 
of Biology and Medicine of the Atomic Energy Commission, 
although other qualified persons may enrol. Reed is one of 
fourteen institutions comprising four centers in the country set 
up by the Atomic Energy Commission in 1948 to provide 
advanced training and research experience in fields relating to 
atomic energy. Reed, the University of Oregon at Eugene, the 
University of Oregon Medical School, Portland, and Oregon 
State College at Corvallis make up the Oregon center. Infor- 
mation may obtained by writing the Atomic Energy Com- 
mission Training Program, Reed College, Portland 2, Ore. 


PENNSYLVANIA 


Fifty Year Practitioners Honored. — Nineteen district 
physicians who began practice before the turn of the century 
were honored by their conferees at the annual meeting of the 
Tenth Councilor District of the Medical Society of the State 
of Pennsylvania at Beaver Falls May 12. Dr. Roger 
Samuel, Mount Carmel, president-elect of the state society, 
presented each with a fifty year testimonial Ey on Speakers 
at the morning meeting included Drs. Lewis Sweet, Thomas 
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M. Leonard and Jed W. Pearson Jr., all of Washington, D. C. 
Dr. Chauncey L. Palmer, Pittsburgh, and Mr. Leo E. Brown, 
Harrisburg, spoke on what is expected of the individual physi- 
cian in the American Medical Association’s educational cam- 
paign aimed to defeat proposed government compulsory health 


insurance. 
Philadelphia 


Annual Lecture.— The annual lecture sponsored by the 
Alpha Beta Chapter of the Phi Lambda Kappa fraternity was 
delivered by Dr. Owen H. Wangensteen, Minneapolis, May 20 
at Hahnemann Medical College. He spoke on “Studies in the 
Etiology of Peptic Ulcer, with Special Reference to Surgical 
Management.” 

Vaccinate Infants Against Tuberculosis.—At the request 
of parents, children born in the Philadelphia General Hospital 
are now being vaccinated against tuberculosis by means of 
BCG vaccine. The practice was instituted at the hospital in 
November 1948 and has now become an accepted procedure. 
Approximately 200 babies have been vaccinated. The Henry 
Phipps Institute of the University of Pennsyivania is cooperat- 
ing with the Tuberculosis Division, Philadelphia Department of 
Health, in preparing the vaccine. 


Pittsburgh 


Pittsburgh Health Program Survey.—The U. S. Public 
Health Service recently made a report on a survey of the Pitts- 
burgh Public Health Department conducted at the request of the 
Mayor. A team of seventeen persons headed by Dr. Erval R. 
Coffey, director of the Public Health Service, District 1, made 
the following recommendations: 1. Coordinate health programs 
in the communities with that of the City Department of Health. 
2. Establish office of personnel and business administration and 
a vital records office. 3. Establish an office of public health 
nursing, a health education office, a nutrition office, a bureau of 
sanitary engineering, a dental health division and a maternal and 
child health division to replace the bureau of child welfare. 4. Set 
up a permanent tuberculosis division to expand case finding 
program and enlarge diagnostic follow-up clinic in the City- 
County Building to provide greater service to downtown resi- 
dential areas. 5, Maintain a central case registry. 6. Coordinate 
and supervise a tuberculosis social service program and put a 
complete rehabilitation program in effect at Leech Farm. The 
survey proposed formation of the present organization into a 
four bureau department: administration and special services, 
medical services, sanitary engineering services and smoke pre- 
vention. A consultant has been assigned by the U. S. Public 
Health Service to help carry out the recommendations, some of 
which have already been put into effect. 


SOUTH DAKOTA 


State Medical Meeting.—The annual meeting of the South 
Dakota State Medical Association will be held in the Civic 
Auditorium, Yankton, May 22-24, under the presidency of 

r. John L. Calene, Aberdeen. Guest speakers include: 


Gilbert H. Marquardt, Chicago, Diagnosis and Care of Cardiac Neurosis. 


os H. Northway, San Francisco, Convalescent Care of Poliomyelitis 
at 


Edgar V. “Allen, Rochester, Minn., Diagnosis and Management of Acute 
eripheral Vascular Occlusions. 
Frederick E. Mohs, Madison, Wis., Chemosurgical Treatment of Ex- 
ternal Cancer: A Microscopically Controlled Method of Excision. 
L. Valk, Kansas City, The Renogram, A Comprehensive Study 
Renal Function 


Carl A. Moyer, Dallas, Texas, siologic Derangements Associated 
with Obstructions, and Therapeutic Implications. 
mes 


hane, Rochester, Minn., Diagnostic Procedures in Con- 
genital Heart Disease 


Howard B. Hunt, Omaha, Carcinoma of the Cerv 
Walter G. Maddock, Chicago, Surgery of the Bilin Tract. 
Charles Crownhart, LL. D., Madison, Wis., The Cooperative Movement 
in Medicine. 
The annual banquet will be Monday at 7 p.m. The Woman's 
Auxiliary to the association will meet at the Charles Gurney 
Hotel May 22-24. 


WEST VIRGINIA 


Cancer Society Gives Fund to State Department.—The 
West Virginia Carcer Society has appropriated $15,000 for 
the treatment and care of cancer patients during the remainder 
of the fiscal year, to be made available to the Division of 
Cancer Control of the State Health Department. The society 
acted after failure of the State Legislature to pass a deficiency 
appropriation to cover the period of the last quarter of the 
current fiscal year. At the annual meeting of the board of 
directors of the West Virginia Cancer Society in March Dr. 
Russell B. Bailey, Wheeling, was elected chairman, Mr. 
Charles Lively, Charleston, secretary, and Mr. Homer Gebhardt, 
Huntington, treasurer. 
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Duke Alumni Dinner.—The Duke University Medical 
Alumni Dinner will be held at Chalfonte-Haddon Hall, Atlantic 
City, June 9 at 6:30 p. m. Those desiring reservations should 
sag to Dr. Karl C. Jonas, 3401 N. Broad Street, Philadelphia 

, Pa. 

Meetings in Atlantic City.—The Blood Irradiation Society 
will hold its annual meeting at -Chalfonte-Haddon Hall June 
4-5 under the presidency of Dr. Robert C, Olney, Lincoln, Neb. 
The American Medical Women’s Association’s annual meeting 
will be held at the Hotel Dennis, Atlantic City, June 4-5 under 
the presidency of Dr. Elise S. L’Esperance, New York. 

Diabetes Association Meeting.—The American Diabetes 
Association will hold its annual meeting at the Chalfonte-Haddon 
Hall, Atlantic City, N. J., June 4-5. Saturday’s program will 
be a joint session with the American Society for the Study 
of Internal Secretions. At the banquet Saturday evening Dr. 
Herbert M. Evans, Berkeley, Calif., will give the Banting 
Memorial Address. 

‘O’Reilly General Hospital Reunion Dinner.—Former 
members of the command of O’Reilly General Hospital, Spring- 
field, Mo., will hold a reunion dinner in the Blue Room of 
the Chalfonte-Haddon Hall Hotel, Atlantic City, N. J., June 
8 at 7 p. m. All former members who served with Brigadier 
General George B. Foster Jr. at the hospital during the war 
are invited to be present. 

Northwestern University Alumni Luncheon. — North- 
western University Medical School Alumni will meet for 
luncheon in the Garden Lounge of the Hotel Dennis, Atlantic 
City, June 8 at 12 noon. Reservations may be obtained at $3.50 
per plate either through the Medical Alumni Office, 303 E. 
Chicago Ave., Chicago 11, or at the booth in the alumni regis- 
tration area at the convention, 

Lord Horder to Give Lecture.—The annual dinner and 
William W. Root Address of Alpha Omega Alpha Honor 
Medical Society will be given_on — 9 at 6:30 p. m. at the 
Traymore Hotel in Atlantic City, N. J. The speaker will be 
Lord Horder of England, founder and president of the new 
organization, Fellowship for Freedom in Medicine, who will 
speak on “Medicine and the State.” Members of the medical 
profession and their guests are invited. 

Ophthalmological Society Meeting.— The American 
Ophthalmological Society’s annual meeting will be held at the 
Homestead, Hot Springs, W. Va., June 2-4, under the presidency 
of Dr. Bernard Samuels, New York. Among the subjects under 
discussion will be Simultaneous Bilateral Malignant Ocular 
Melanoma, Temporal Arteritis (The Horton-Magath-Brown 
Syndrome) as a Cause of Blindness, How Can We Best Study 
Primary Glaucoma? and Experimental and Clinical Use of 
Aureomycin in Herpes Simplex. 

Inter-American Congress of Radiology.—All radiologists 
and those interested in radiology are invited to attend the Third 
Inter-American Congress of Radiology in Santiago, Chile, 
November 11- 17. This is the first Inter-American Congress 
of Radiology since one convened in Havana, Cuba, in 1946. The 
first one took place in Buenos Aires in 1943. Those interested 
in attending this congress should communicate with James 

Case, M.D., Regional Secretary for the United States, 55 
East Washington Street, Chicago 2, Illinois. 

Nutrition Foundation Grants.—The Nutrition Foundation 
on May 5 authorized new grants for research totaling $156,900. 
Largest of these was $9,000 annually for three years to Dr. 
Frederick J. Stare, Harvard School of Public Health, Boston, 
for basic research on nutrition and health with special reference 
to hypertension. According to Mr. George A. Sloan, president, 
the food industry has contributed a total of $3,400,000 in sup- 
port of the foundation’s work. Most of the grants made to 
university graduate and medical schools are in support of basic 
research without regard to immediate applications. 

Dr. Salter Receives Award.—Dr. William T. Salter, 
professor of pharmacology at Yale University, New Haven, 
Conn., on April 27 received the first Iodine Educational Bureau 
Award at a meeting of the American Pharmaceutical Associa- 
tion. Dr. Salter was cited for his research on the relation of 
iodine in the blood to the thyroid gland. He was an assistant 
professor of medicine at Harvard, a research fellow of the 
Harvard Cancer Commission and associate physician at the 
Huntington Memorial Hospital in Boston. He has served as 
chairman of the Yale department of pharmacology since 1941. 

Mr. Homer Sanger Dies.—Mr. Homer F. Sanger, West- 
mont, Ill, who was in charge of the hospital work of the 
Council on Medical Education and Hospitals of the American 
Medical Association for nearly twenty-five years, died May 6, 
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aged 68, after a short illness. Mr. Sanger began his work with 
the Council in 1919 and served until his retirement in 1943 with 
the exception of a short period in 1921 when he was _super- 
intendent of the Central Free Dispensary of Chicago. During 
his service Mr. Sanger developed the list of hospitals registered 
by the American Medical Association. 

Kappa Delta Award in Orthopaedic Surgery.—The 
National Council of the Kappa Delta Sorority has inaugurated 
a prize of $1,000 to be given annually by the American Academy 
of Orthopaedic Surgeons for the best research in orthopedic 
surgery performed during the year by an individual in the 
United States. The first award will be announced at the 
seventeenth annual convention of the acatemy in New York, 
Feb. 11, 1950. Those wishing to compete for this prize can 
secure ‘further information from Dr. Walter Stuck, 1426 
Nix Professional Building, San Antonio, Texas, chairman of 
the Award Committee for 1949. 


Special Society Elections.— The American College of 
Physicians at its recent annual meeting installed Dr. Reginald 
Fitz, Boston, as president and chose Drs. William S. Middleton, 
Madison, Wis., president elect; George M. Piersol, Phila- 
delphia, secretary-general, and William D. Stroud, Philadelphia, 
treasurer——-Dr. Julian G. Price of Dyersburg, Tenn., was 
chosen president elect of the Mid-South Post Graduate Medical 
Assembly at its recent meeting. Dr. Hoyt R. Allen, Little 
Rock, Ark., is president for 1949. Dr. Henry B. Gotten, 
Memphis, Tenn., who has served as secretary-treasurer for 
a number of years, will resign July 1, and his successor will 
be appointed. 

W H O Given Anticholera Medal.—Sir Aly Shousha, 
Pasha, on behalf of the Egyptian Government presented the 
Egyptian Anti-Cholera Memorial Medal to the World Health 
Organization in recognition of the work accomplished during 
the late epidemic in that country. Dr. G. Brock Chisholm, 
New York City, director general, accepted the medal on behalf 
of the World Health Organization. He pointed out that, owing 
to the collaboration of all countries that were in a position 
to render assistance and to the energy of the Egyptian health 
authorities, the World Health Organization was able to help. 
Results, he said, had shown what could be accomplished by 
a national public health service when it was well organized 
and seconded by international goodwill. 

Dr. Martha Eliot Resigns from Children’s Bureau.— 
Dr. Martha M. Eliot, associate chief of the Children’s Bureau, 
with which she has been associated for twenty-five years, has 
resigned to become assistant director general of the United 
Nations World Health Organization, effective June 1. Dr. 
Eliot will be responsible for the work of the Department of 
Operations, which includes the furnishings of experts, demon- 
stration teams, and fellowships in the worldwide campaigns 
against malaria, tuberculosis and venereal disease control as 
well as furthering maternal and child health nutrition and 
environmental sanitation. Dr. Eliot, who is a graduate of Johns 
Hopkins University School of Medicine, Baltimore, 1918, served 
as — States delegate to the World Health Organization 
in 

American Therapeutic Society.—This society will hold its 
annual meeting at the Chalfonte-Haddon Hall, Atlantic City, 
June 2-5 under the presidency of Dr. Hal McCluney Davison, 
Atlanta, Ga. Physicians presenting papers by invitation include: 

Arnold J. Lehman, Washington, D. C., Pharmacological Evaluation 


rause, Biblical aa ‘Classical References to 
ase. 
ag Blalock, Baltimore, Surgical Treatment of Congenital Heart 
Edwin Baberteen, Canada, Treatment of 
Dysmenorrhoe 

Leandro M. ml Philadelphia, Physiology of Blood Coagulation. 

A symposium on Factors in Blood Coagulation and Clinical 
Use of Anticoagulants will be held Saturday afternoon. 

Survey of Allergy-Producing Molds.—An_ international 
survey this year of allergy-producing molds is being conducted 
by the research council of the American Academy of Allergy 
to determine in which areas hay fever-—producing molds are 
most concentrated and where least prevalent. The extensive 
study will involve the cooperation of about fifty allergists and 
bacteriologists in communities in forty states, Canada and 
Mexico. Dr. Samuel M. Feinberg, head of the Allergy 
Research Laboratory of Northwestern University Medical 
School, Chicago, is chairman of the academy’s committee on 
molds, which instituted the study. Scientists participatin 
the survey will trap air-borne molds on slides in their veo, Hh 
_and submit the results to the central collecting agency ym 
by Dr. Leonard H. Harris of Northwestern University. 


Kingston, Ontario, 
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Dr. Dublin Named Director of Health Council.—Dr. 
Thomas D. Dublin, New York, has been appointed executive 
director of the National Health Council. The Rockefeller 
Foundation has made a grant of $225,000 to the council to be 
used over a three year period. Under Dr. Dublin’s direction 
the council will seek to stimulate the provision of adequate 
public health service of high quality. A graduate of the Har- 
vard Medical School, Boston, and Johns Hopkins University 
School of Hygiene and Public Health, Baltimore, Dr. Dublin 
has been a member of the staff of the New York State Depart- 
ment of Health, and during the past six years has been 
professor of preventive medicine and community health at the 
Long Island College of Medicine, Brooklyn. He had previously 
taught at Johns Hopkins University Medical School and at the 
Albany Medical College in New York. 

Dr. Avery to Receive Passano Award.—The Passano 
Foundation will present its $5,000 award for 1949 to Dr. Oswald 
T. Avery, New York, emeritus member of the Rockefeller 
Institute for Medical Research, at the annual award dinner to 
be held at the Marlborough-Blenheim Hotel, Atlantic City, 
June 8 Dr. Ernest E. Irons, Chicago, President-Elect of the 
American Medical Association, will make one of the principal 
addresses. The award goes to Dr. Avery for his extensive 
investigations of the pneumococci, their classification, analysis, 
and immunologic relationships. The Passano Foundation, estab- 
lished by the Williams and Wilkins Company, medical publishers, 
Baltimore, to aid advancement of medical research, has made 
four previous awards. These have gone to Edwin J. Cohn, 
Ph.D., Harvard University, Boston, for his work on fraction- 
ation of blood; Dr. Ernest W. Goodpasture, Vanderbilt Univer- 
sity School of Medicine, Nashville, Tenn., for virus culture 
by the chick embryo method; Selman A. Waksman, Ph.D., of 
Rutgers University, New Brunswick, N. J., for discovery of 
streptomycin; and last year a joint award to Drs. Helen B. 
Taussig and Alfred Blalock, both of Johns Hopkins University 
School of Medicine, Baltimore, who developed a surgical pro- 
cedure for certain forms of congenital heart disease. 


LATIN AMERICA 


Argentine Congress of Radiology.—The newly organized 
Asociacion Argentina de Radiologia will hold its first annual 
meeting in July, 1949 in Santiago del Estero, Argentina. 
President of the association is Dr. Sabino di Rienzo, Cordoba, 
whose work on “Radiological Aspects of Bronchial Dynamism” 
was awarded first prize at the meeting of the Radiological 
Society of North America in San Francisco last December. 


CORRECTION 


Statement on the Toxicity of DDT.—In the first para- 
graph of the item by this title in THe JourNaL, April 30, page 
1285, the Department of the Army was inadvertently omitted 
from the list of agencies which took part in the conference. The 
Army had the principal role in the development of DDT and 
the representative of the Army was extremely helpful in the 
discussions which were summarized in the statement. 


Marriages 


Joun Litcurietp Ayer, Syracuse, N. Y., to Miss Mary- 
Elizabeth Lent of East Paterson, N. J., in Montclair, N. Jj., 
April 23. 

Hersert Avucustus Coptncton Jr. Wilmington, N. C,, 
to Miss Mary Littlepage Lancaster in Sumter, S. C., April 8. 

ErizasetH ANN Jotty, San Francisco, to Mr. Thomas 
William Sibary of Miami, Fla., in Belmont, Calif., April 8. 

CHARLES WILLIAM WItson, Staunton, Va., to Miss Charlien 
Marie Simms of Dothan, Ala., March 26 

Harry J. MANNING, Milwaukee, to Miss Joan Barbara 
Weinstock of Newark, N. J., March 27. 

Tuomas NEvTON STERN, Memphis, Tenn., to Miss Harriet 
Louise Cohn of Dayton, Ohio, April 9. 

Henry Cuestey Decker, Richmund, Va., to Miss Margaret 
Reider Fisher of Baltimore, April 23. 

Avan Louis FRANKEL, Columbus, Ohio, to Miss Carolyn 
Katz in Columbia, S. C., April 12. 

GERHARD ARTHUR Meyer, Flushing, N. Y., to Miss Felicitas 
E. Keel of New York, April 23. 
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John Green @ St. Louis; born in Templeton, Mass., Aug. 
2, 1873; Washington University School of Medicine, St. Louis, 
1898; professor of ophthalmology at St. Louis University 
School of Medicine; instructor in ophthalmology at his alma 
mater from 1909 to 1919; for many years secretary-treasurer 
and later chairman of the American Board of Ophthalmology ; 
member of the House of Delegates of the American Medical 
Association in 1907 and chairman of the Section on Ophthal- 
mology in 1935 and 1936; past president of the American 
Ophthalmological Society; vice president of the American 
Academy of Ophthalmology and Otolaryngology, 1917-1918 and 
the St. Louis Medical Society in 1927; member of the Asso- 
ciation for Research in Ophthalmology; fellow of the Ameri- 
can College of Surgeons; formerly member of the board of 
health; from 1910 to 1920 member of the board of education 
in University City, Mo.; on the staffs of St. Louis County 
Hospital in Clayton, De Paul, Firmin Desloge, St. Louis City, 
St. Luke’s and St. Mary’s hospitals ; for many years associ- 
ated with Barnes and St. Louis Children’s hospitals; former- 
iy secretary of the city’s Joint Medical Council; director of 
the St. Louis Mutual Life Insurance Company; at one time 
secretary and president of the Medical Society of City Hos- 
pital Alumni; died April 7, aged 75. 

Hampton Pharr Cushman ® Detroit; 
La., July 16, 1894; Vanderbilt University School of Medicine, 
Nashville, Tenn., 1915; associate professor of clinical gyne- 
cology and obstetrics at the Wayne University College of 
Medicine; extramural lecturer in gynecology at the graduate 
school of medicine at the University of Michigan, Ann Arbor; 
specialist certified by the American Board of Obstetrics and 
Gynecology; member of the Central Association of Obstetri- 
cians and Gynecologists; fellow of the American College of 
Surgeons; served in France during World War I; during 
World War II a member of the procurement and assignment 
board of physicians; on the staffs of the City of Detroit “5° 
ing Hospital, Florence Crittenden Hospital and Harper Hos- 
pital, where he died February 13, aged 54, of myocardial 
infarction. 

Charles Ogilvy @ New York; born in Montreal, Sept. 1, 
1874; McGill University Faculty of Medicine, Montreal, 
Canada, 1898; formerly on the faculty of the New York Post- 
Graduate Medical School and Hospital; certified by the Ameri- 
can Board of Orthopaedic Surgery; member of the American 
Academy of Orthopaedic Surgeons; fellow of the American 
College of Surgeons; served during World War I; on the 
staffs of the New Rochelle (N. Y.) Hospital, White Plains 
(N. Y.) Hospital, United Hospital in Port Chester, Nassau 
Hospital in Mineola, Professional Hospital in Yonkers and 
Grasslands Hospital in Valhalla; died February 18, aged 74. 

Wilford Anderson Hall Councill @ Baltimore; born in 
Mathews, Va., Jan. 30, 1891; University of Maryland School 
of Medicine, Baltimore, 1914; specialist certified by the 
American Board of Urology, Inc.; member of the American 
Urological Association; fellow of the American College of 
Surgeons ; served during World War I; associate in genito- 
urinary surgery at his alma mater; instructor in urology at 
the Johns Hopkins University School of Medicine; affiliated 
with University, Johns Hopkins, Maryland General and 
Franklin Square hospitals; died in Palm Beach, Fla., March 
26, aged 58. 

David Alexander, Chicago; College of Physicians and 
Surgeons of Chicago, School of Medicine of the University 
of Illinois, 1907; at one time on the faculty of his alma mater ; 
died January 13, aged 84, of chronic myocarditis. 

Eugene Argo, Goodwater, Ala.; University of Nashville 
(Tenn.) Medical Department, 1891 ; Vanderbilt University 
School of Medicine, Nashville, Tenn., 1891; member of the 
American Medical Association; died ’ February 16, aged 80, 
of heart disease. 

Bion Arnold, Belleville, Mich.; University of Michigan 
Department of Medicine and Surgery, Ann Arbor, 1889; di 
February 2, aged 88, ot cerebral hemorrhage, hypostatic pneu- 
monia and arteriosclerosis. 

Walter Carter Aylen, Auburn, Wash.; Vanderbilt Uni- 
versity School of Medicine, Nashville, Tenn., 1915; member 
of the American Medical Association; formerly associated 
with the Indian Service; served as health officer; died Feb- 
ruary 24, aged 58, of heart disease. 

Albert J. Bennett, Chicago; National Medical University, 
Chicago, 1902; died February 16, aged 71. 
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Marietta Helen Bewley, Los Angeles; University of 
Southern California School of Medicine, Los Angeles, 1900; 
member of the American Medical Association; formerly exam- 
ing physician in Juvenile Court and on the lunacy commission 
of Los Angeles County General Hospital; affiliated with the 
Hollywood, California and Queen of Angels hospitals; died 
February 14 aged 75, of melanotic sarcoma.. 

Robert Gray Bond, Harrisburg, Ill.; St. Louis College of 
Physicians and Surgeons, 1909 ; member of the American Medi- 
cal Association; died in San Diego, Calif., February 27, aged 
70, of carcinoma of the stomach. 

Charles Haskell Bowers, Baltimore; Johns Hopkins Uni- 
versity School of Medicine, Baltimore, 1945; served during 

orld War II; resident in the department ‘of pathology at 
the Johns Hopkins Hospital; certified by the National Board 
of Medical Examiners; died in the Johns Hopkins Hospital 
February 21, aged 28, of homologous serum jaundice with acute 
yellow atrophy. 


Sidney Leonard Brown, San Francisco; Indiana Univer- 
sity School of Medicine, Indianapolis, 1948; intern at San 
Francisco Hospital; died February 4, aged 24, of pneumonia. 

Edgar Clough Buck, Newport, Ky.; Pulte Medical Coi- 
lege, Homeopathic, Cincinnati, 1891; died in Speer’s Memorial 
Hospital, Dayton, February 12, aged 79, of lobar pneumonia. 

Raymond Alfred Butler ® Beech Grove, Ind.; Indiana 
University School of Medicine, Indianapolis, 1908; served 
overseas during World War I; formerly on the staff of St. 
Francis Hospital, where he died February 25, aged 64, of 
nephrosclerosis. 


P. B. Carrigan, Hope, Ark.; Missouri Medical ‘College, 
St. Louis, 1899; died February 22, aged 76. 

Joseph Gibson Clemons, Mount Orab, Ohio; Starling 
Medical College, Columbus, 1892; died in Christ Hespital, 
Cincinnati, February 22, aged 81, ‘of a fracture of the right 
femur and myocardial failure. 


Hermon Harrison Cole ® Springfield, Ill.; University 
of Michigan Medical School, Ann Arbor, 1917; past president 
of the Sangamon County Medical Society and past vice presi- 
dent of the Illinois State Medical Society; served as president 
of the Central Illinois District Medical Society; served dur- 
ing World War I; on the staffs of Memorial Hospital and St. 
John’s Hospital, where he died February 16, aged 55, of coro- 
nary occlusion. 


Thomas Francis Cook ® Richmond, Mo.; St. Louis Uni- 
versity School of Medicine, 1918; for many ‘years secretary- 
treasurer of the Ray County Medical Society ; member of the 
school board; for six terms county physician; served during 
World War I; member of the staff of the Research Hospital 
in Kansas City ; examiner for draftees of World War II; 
died February 6, aged 56, of coronary occlusion. 


Charles Spencer Crandall, Utica, N. Y.; University of 
the City of New York Medical Department, New York, 1882; 
died February 18, aged 90, of arteriosclerosis. 


Ernst Ostergaard Dahl, Brookline, Mass.; Kg@benhavns 
Universitet Laegevidenskabelige Fakultet, Denmark, 1921; 
died in Tucson, Ariz., February 8, aged 53, of peptic ulcer with 
hemorrhage. 


Edward Maze Dance, Lowell, Ark.; Vanderbilt Univer- 
sity School of Medicine, Nashville, 1880; died in City Hos- 
pital, Fayetteville, January 28, aged 91, of carcinoma of the 
prostate with metastases. 


Murray Sayle Du Mont ® Mount Morris, Ill.; Univer- 
sity of Illinois College of Medicine, Chicago, 1933; affiliated 
with Rockford (Ill.) Memorial Hospital; died February 28, 
aged 42, of carcinoma of the pancreas. 


John Joseph Egan, Waterbury, Conn.; University of 
Maryland School of Medicine, Baltimore, 1907; member of 
the American Medical Association; served during World 
War II; formerly affliated with the Veterans Administration ; 
served as police and fire surgeon; on the staffs of Waterbury 


and St. Mary’s hospitals; died in Veterans Administration 
Hospital, Newington, February 1, aged 65, of pulmonary 
tuberculosis. 


Walter Ernest Fine @ Ambler, Pa.; Hahnemann Medical 


College and Hospital of Philadelphia, 1904; died February 28, 
aged 70, of coronary disease. 

Harley Bruce Fisk, Miami, Fla.; Ohio-Miami Medical 
College of the University of Cincinnati, 1915; chief medical 
officer for the regional office of the Veterans Administration : : 
died in Coral Gables (Fla.) Hospital, February 11, aged 58, 
of coronary occlusion and pulmonary em =f 


ism. 
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Eldred Eadie Fraser ® Detroit; Detroit College of Medi- 
cine and Surgery, 1930; for many years on the staff of the 
Grace Hospital; died February 26, aged 45, of coronary 

thrombosis. 


Homer Elmer Fraser ® New Lebanon, N. Y.; Bellevue 
Hospital Medical College, New York, 1891; an Affiliate Fel- 
low of the American Medical Association; fellow of the 
American College of Surgeons; formerly on the faculty of the 
Long Island College of Medicine in Brooklyn, where he was 
on the staffs of the Kings County Hospital, Brooklyn Hospi- 
tal and Caledonian Hospital; died in the House of Mercy 
rar ee Pittsfield, Mass., February 17, aged 88, of coronary 
occlusion. 


Claude Wesley Freeman, Los Angeles; University of 
Toronto Faculty of Medicine, Toronto, Canada, 1903; died 
February 6, aged 75, of acute myocardial failure. 


Arthur Alfred Fuhlbrigge, Des Plaines, Ill.; University 
of Nebraska College of Medicine, Omaha, 1931; member of 
the American Medical Association; on the staff of the Luth- 
eran Deaconess Home and Hospital in Chicago; died February 
21, aged 48, of coronary thrombosis and arteriosclerosis. 


William F. Goetze, St. Joseph, Mo.; Medical College of 
Ohio, Cincinnati, 1890; member of the American Medical 
Association; died January 30, aged 87. 

Sidgel Fred Gregory, Bradfordsville, Ky.; Kansas City 
(Mo.) University of Physicians and Surgeons, 1929; served 
overseas during World War I; died in St. Joseph’s Hospital, 
Louisville, February 4, aged 55, of bilateral infarcts of the kid- 
ney, multiple abscesses of the pancreas and bronchopneumonia. 


Theodore Everett Hardy, Waterville, Me.; Harvard 
Medical School, Boston, 1932; member of the American Medi- 
cal Association and the New England Obstetrical and Gyne- 
cological Society; served during World War II; Colby 
College physician and athletic physician; on the staff of the 
Thayer Hospital; died February 11, aged 43. 

Don Vilrette Hargrave, Eaton Rapids, Mich.; Detroit 
College of Medicine, 1913; health officer; died in Lansing, 
February 24, aged 62, of Landry-Guillian-Barré disease. 


Walter Handy Janney, Alexandria, Va.; University Col- 
lege of Medicine, Richmond, 1900; affiliated with Alexandria 
Hospital, where he died January 3, aged 74, of retroperitoneal 
hemorrhage and arteriosclerosis. 


John Alexander MacKenzie, Milwaukee; Manitoba Medi- 
cal College, Winnipeg, Manitoba, Canada, 1916; associate 
clinical professor of ophthalmology at Marquette University 
School of Medicine; died February 27, aged 57, of acute 
coronary occlusion. 


John Willis Meachen ® Boston; Harvard Medical School, 
Boston, 1922; member of the New England Roentgen Ray 
Society; specialist certified by the American Board of Radi- 
ology; affiliated with Emerson Hospital in Concord and 
Massachusetts Womens Hospital; died February 24, aged 56, 
of arteriolar nephrosclerosis, hypertension, pericarditis and dia- 
betes mellitus. 


Eugene Lawrence Morgan, Phillipsburg, Kan.; Univer- 
sity Medical College of Kansas City, Mo., 1906; formerly 
mayor; at one time represented Phillip County in the state 
legislature; died in Concordia, recently, aged 68, of pulmonary 
embolism, following an injury received in a fall. 

Luther A. Mott, Elwood, Ind.; Pulte Medical College, 
Homeopathic, Cincinnati, 1900; on the staff of Mercy Hospi- 
tal; died February 7, aged 77, of cerebral hemorrhage. 


Winfield Scott Nay ® Underhill, Vt.; University of 
Vermont College of Medicine, Burlington, 1873; an Associate 
Fellow of the American Medical Association; for many years 
secretary of the Vermont State Board of Medical Registra- 
tion; died in Mary Fletcher Hospital, Burlington, January 16, 
aged 98. 

Milton Oscar Nyberg, Wichita, Kan.; Georgia College 
of Eclectic Medicine and Surgery, Atlanta, 1913; formerly 
secretary of the state board of health; at one time health 
officer of Ashland; served during World War I; died in 
Wesley Hospital February 4, aged 61, of coronary thrombosis. 

Sherman Elmer Grant Pedigo, Athens, Ohio; Starling 
Medical College, Columbus, 1895; served during World War 
I; on the staff of Sheltering Arms Hospital; died January 
21, aged 78, of strangulated femoral hernia. 

W. N. Pierce, Little Rock, Ark. (licensed in Arkansas 
in 1903) ; died February 25, aged 83, of a fractured right femur 
and cardiorenal disease. 
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Samuel Madden Pierre, Washington, D. C.; Howard 
University College of Medicine, Washington, D. C., 1893; 
died in Emergency Hospital February 19, aged 76, of carci- 
noma of the prostate and coronary thrombosis. 


_Robert Earl Pound ® New York; University of Vir- 

ginia Department of Medicine, Charlottesville, 1916; special- 
ist certified by the American Board of Radiology, Inc.; 
member of the American Roentgen Ray Society and of the 
American College of Radiology; served as secretary and as 
trustee of the New York Academy of Medicine; an officer 
in France during World War I; affiliated with Lawrence 
Hospital in Bronxville; died in the New York Hospital 
February 6, aged 55. 


Leon E. Reynolds, St. Petersburg, Fla.; University of 
Pennsylvania Department of Medicine, Philadelphia, 1886; 
for many years practiced in Belgrade, Me.; died February 16, 
aged 84, of angina pectoris. 

_ Joseph Walker Roberts, Philadelphia; Howard Univer- 
sity College of Medicine, Washington, D. C., 1907; died 
February 10, aged 69, of lobar pneumonia. 


Grant Emerson Royce, Sparland, Ill.; Northwestern Uni- 
versity Medical School, Chicago, 1927; died February 3, aged 45. 


James G. Sandidge, Mulberry, Kan.; Missouri Medical 
College, St. Louis, 1893; member of the American Medical 
Association; for many years affiliated with Mount Carmel 
Hospital; died February 6, aged 78, of arteriosclerosis. 


Thomas M. Sanford, Lansing, Mich.; Barnes Medical 
caseee, St. Louis, 1894; died January 30, aged 84, of coronary 
sclerosis. 


Eugene Joel Schachter ® Pittsburgh; Indiana Univer- 
sity School of Medicine, Indianapolis, 1926; school physician; 
served on the staffs of the Braddock (Pa.) General Hospital 
and Montefiore Hospital; died February 3, aged 47, of acute 
heart disease. 


Laurence Roland Serrurier ® Portland, Ore.; Univer- 
sity of Oregon Medical School, Portland, 1927; specialist 
certified by the American Board of Internal Medicine; mem- 
ber of the American Psychiatric Association, Oregon Neuro- 
psychiatric Society and the North Pacific Society of 
Neurology and Psychiatry; medical director of Morningside 
Hospital, where he died January 31, aged 49, of coronary 
thrombosis. 


Marvin Smith, Lebanon, Ill.; University of the City of 
New York Medical Department, New York, 1883; member 
of the American Medical Association and the Connecticut 
State Medical Society; died in St. Elizabeth’s Hospital, Belle- 
ville, January 30, aged 88, of cerebral arteriosclerosis. 


Roscoe Franklin Snyder, Kalamazoo, Mich.; College of 
Medicine and Surgery (Physio-Medical) Chicago, 1901; mem- 
ber of the American Medical Association and the Kalamazoo 
Academy of Medicine; on the staff of Borgess Hospital; died 
February 2, aged 74, of hypertensive cardiovascular disease. 


Frank Roy Steelsmith @ Des Moines; Drake University 
Medical Department, Des Moines, 1901; died February 5, 
aged 74, of coronary thrombosis and prostatic carcinoma. 


Edwin Luther Stevens ® Penny Farms, Fla.; North- 
western University Medical School, Chicago, 1892; member 
of the Illinois State Medical Society; at one time professor 
of diseases of children at the Drake University College of 
Medicine, Des Moines; served on the staffs of St. Joseph’s 
and Sherman hospitals in Elgin, Ill.; died in Jacksonville, 
January 16, aged 79, of lung abscesses. 


Thomas Boyd Turner, Stigler, Okla.; University of Nash- 
ville (Tenn.) Medical Department, 1898; for many years county 
health officer ; died February 19, aged 81, of cerebral thrombosis 
and arteriosclerosis. 


Marshall W. Weir ® Oklahoma City; Washington Uni- 
versity School of Medicine, St. Louis, 1906; affiliated with 
Wesley Hospital, where he died February 4, aged 75, of myo- 
cardial infarction. 


Herbert Elmer Woelfel @ Bellevue, Pa.; University of 
Pennsylvania Department of Medicine, Philadelphia, 1908; 
on the staff of Suburban General Hospital; died February 13, 
aged 66, of coronary thrombosis. 


Alexander Graham Wooldridge, Butler, Mo.; Washing- 
ton University School of Medicine, St. Louis, 1932; mem- 
ber of the American Medical Association; president of the 
Bates County Medical Society; formerly county coroner; 
served during World War I1; on the staff of Butler Memorial 
Hospital; died January 26, aged 42, of coronary occlusion. 
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Foreign Letters 


BELGIUM 
(From Our Regular Correspondent) 
Likce, April 18, 1949, 


Pathology of the Pancreas 

The second Belgian Congress of Surgery held an extraor- 
dinary session with the Belgian Society of Gastroenterology 
and discussed the important question of the pathology of the 
pancreas. E. Van Campenhout and M. Duperroy presented 
data concerning the pathologic anatomy of the pancreas. 
J. La Barre and P. Houssa devoted their report to the physi- 
ologic basis of the pathologic changes in the endocrine and 
exocrine functions of the pancreas. A. Froehlich and R. Crismer 
reported on biochemical concepts of pancreatic disorders. 
J. Jeanmart has made a thorough study of the radiology of the 
pancreas, and concluded that disorders of the pancreas still find 
the radiologist almost completely unprepared. Nevertheless, the 
radiomanometry practiced by Mallet-Guy and by Caroli seems to 
justify great hopes. J. De Witte discussed the etiopathogenesis, 
the diagnosis and the medical treatment of acute disorders of 
the pancreas. The treatment must be medical in the acute 
phase. However, in case of doubtful diagnosis and in case of 
evident involvement of the biliary passages or in case the 
medical treatment is ineffective surgical exploration is indicated. 
Two mechanisms apparently may lead to the production of 
pseudocysts of the pancreas: necrosis and hemorrhage. 
G. de Busscher spoke on the symptoms and the medical treat- 
ment of chronic disorders of the pancreas. 

J. Cahen devoted his report to surgery. He took up the 
acute forms of pancreatitis, pseudocysts of the pancreas, chronic 
pancreatitis, pancreatic lithiasis, contusions of the pancreas and 
the surgery of cancer of the pancreas and of the ampulla of 
Vater. The author indicated that local exeresis of the ampulla 
has a surgical mortality of 30 to 35 per cent. It results in a 
certain number of prolonged survivals, rarely beyond three 
years; the percentage of these is so small that it can hardly be 
determined. Since 1935, it has been replaced by pancreatico- 
duodenectomy, which responds better to the concept of the sur- 
gical treatment of cancer. This serious intervention has a 
surgical mortality of about 30 per cent. It does not appear 
possible as yet to establish the percentage of prolonged survival. 
In these conditions the author does not feel that it is possible 
to decide definitely in favor of the one or the other of these 
two operations on the ampulla of Vater. René Goffin discussed 
the question of hyperinsulinism. 

Summarizing, the chairman, Dr. George De Busscher, drew 
conclusions from this important discussion. The regulation of 
the sugar metabolism is disturbed in the course of diabetes of 
Langerhans, of alloxan diabetes, of the diabetes of Young (by 
injection of increasing doses of extract of the entire anterior 
lobe of the hypophysis) and of diabetes by disturbance in the 
mechanism of the nervous regulation of the sugar metabolism. 
There is a certain degree of dependence between the external 
and internal functions of the pancreas. Aspiration of the pan- 
creatic juice is made best by the double tube of Agren-Lagerlof, 
before and after the intravenous injection of purified secretin 
alone or associated with acetyl-beta-methylcholine. Acute pan- 
creatitis can be inflammatory without causing necrosis or hemor- 
rhage by inducing edema; it develops in the course of an infec- 
tious process artd its treatment is anti-infectious. Acute necrotic 
pancreatitis is characterized by necrosis of the parenchyma, 
edema, hemorrhage and steatonecrosis, or by one or several 
of these lesions. The pathogenic elements are the following : 
biliary factors (cholecystitis, cholelithiasis, dyskinesia of the 
biliary passages), neurovascular or anaphylactic factors. 
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The etiopathogenesis of chronic pancreatitis is not clarified: 
Fibrosis of the pancreas seems to be a result of the extravasa- 
tion of pancreatic juice without corrosion of the blood vessels. 
Chronic recurrent pancreatitis constitutes a succession of sub- 
lethal attacks of acute interstitial pancreatitis or of hemorrhagic 
pancreatitis or perhaps a combination. 


Preoperative roentgenologic exploration of the biliary pas- 
sages constitutes a great advance in the radiologic field in recent 
years. If the diagnosis of pancreatitis is established, medical 
treatment will be instituted. It may eventually be followed by 
surgical intervention, but every case requires individualization. 
If the diagnosis is not sure, a laparotomy is indicated. The 
pseudocysts will be treated by marsupialization or by cysto- 
anastomosis, if possible. In the course of pancreatic lithiasis 
removal of the calculus, biliary drainage, hemipancreatectomy 
on the left side, total pancreatectomy and cephalic duodeno- 
pancreatectomy find their special indications. 


Surgery of diabetes must be reserved for the cases of grave 
insulin-resistant disease with fatal prognosis, for cases aggra- 
vated by a complication in other organs such as exophthalmic 
goiter, adrenal or hypophysial tumors and in which interventions 
on these organs are likely to improve the complex sugar 
regulation. 

Medical Service in the Belgian Congo 

The report on the health conditions in the Belgian Congo 
during the year 1946 has been published. The Governmental 
Medical Service at the end of 1946 comprised 211 physicians, 
4 pharmacists and 223 health agents. It is necessary to add to 
this 99 physicians of industrial organizations, 40 physicians of 
missions and philanthropic organizations, 18 private physicians, 
13 dentists, 12 pharmacists and numerous health agents (more 
than 100). There are between 300 and 400 nurses (religious and 
others) and numerous native personnel. The budget of the 
Governmental Medical Service for 1946 exceeds 227,000,000 
francs; the expenditures are not known as yet (the budget for 
1936 was around 75,000,000 francs). 

Concerning the health of the natives, we learn that in 1946, 
in all the government agencies, 1,500,000 natives were treated, 
with 7,800 deaths. Besides these, in mobile units and missions 
and philanthropic organizations 18,000 cases of trypanosomiasis 
were treated, 215,000 cases of yaws, 56,000 of leprosy, 55,000 
of syphilis and 2,500 of tuberculosis. 

In an interview published in the Cape Times M. J. G. 
Garinus, Governor of the Province of the Cape of Good Hope, 
said, “The Government of the Belgian Congo considers the 
health of the natives as one of the very first responsibilities 
which it has to face.” He then described all the efforts made 
in the construction of health establishments and concluded: 
“South Africa can certainly learn from the initiative of the 
Belgian Congo, without losing sight of the fact that the problem 
of the medical service of the natives cannot be considered com- 
pletely identical in the two countries.” Regarding congenital 
malaria and on the basis of an intensive study by the Belgian 
Society of Tropical Medicine, a committee has beer created to 
condense the results of the study. The committee has confirmed 
the absence or at least the extreme rarity of congenital malaria 
in natives in the endemic regions of Central Africa. 


Congress of Sickness and Accident Insurance 

The first International Congress of Medical Insurance organ- 
ized by the Belgian Medical Society for the study of sickness 
and accident insurance was held in Brussels and in Spa. The 
history of sickness and accident insurance was presented by 
Dr. Casman, who outlined the role of the physician counselor. 
The task of this counselor is immense; he must make an exact 
diagnosis in complicated cases. To fulfil this task he has at 
his disposal all modern technics, and he can ask the opinions 
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of the most eminent specialists. The physician counselor must 
also be interested in the social conditions of the patient and 
look after his material weli-being. He must, in certain cases, 
advise the patient to take up a new occupation. To do this, he 
must give occupational aptitude tests and assign the patient for 
reorientation and new training. This difficult task can be 
carried out only in close cooperation with the attending physi- 
cian, and it is he who must do more and more in this respect. 


University Sanatorium 

After the war, when the conditions of hospitalization were 
clearly insufficient in Belgium, numerous Belgian students who 
had tuberculosis were evacuated to Leysin in Switzerland. Soon 
the idea was conceived of grouping all these students together 
in Belgium, and the University Sanatorium of Eupen was 
established. On Oct. 9, 1947, the first students were hospitalized 
there. At this time, 71 patients are under treatment, of whom 
48 are students and 23 are intellectuals. A medical director, 
an assistant physician, 6 nurses and numerous other personnel 
maintain the service. The ceremony of inauguration was held 
in the presence of her Majesty the Queen and other important 
persons. In the course of this ceremony President DeVlees- 
houwer indicated that all Belgian students should unite to 
participate in the realization of the project so that the sana- 
torium can fulfil all the hopes held for it. 


Quinine in the Belgian Congo 

Bruxelles-médical gives an account of a study which M. E. 
H. J. Stoffels has published on the subject of quinine. In Kivu 
planted stocks in normal conditions no longer exist. Stoffels is 
of the opinion that a plantation of 1 hectare with 12,345 trees 
can produce the following quantities of quinine, expressed in 
kilograms of sulfate of quinine: third year (prunings) 28.2 Kg.; 
fourth year, 43.4 Kg.; fifth year, 48 Kg.; sixth year, 81 Kg.; 
seventh year, 72 Kg.; eighth year, 80 Kg.; ninth year, 120 Kg.; 
tenth year, 160 Kg.; eleventh year, 200 Kg., and twelfth year, 
320 Kg., a total of 1,152.6 Kg. of sulfate of quinine extracted 
from 14,450 Kg. of bark; that is, an average content of 8 per 
cent. 

TURKEY 
(From Our Regular Correspondent) 
ANKarA, Feb. 22, 1949, 


Tenth National Medical Congress 

Under the auspices of Ismet Indnii, President of Turkey, and 
with Hasan Saka the Prime Minister as honorary president, 
the tenth medical congress was held at Ankara October 4-7; 
it was attended by more than six hundred members from all 
parts of the country. As usual the congress was accompanied 
with an exhibition of domestic and foreign pharmaceutic prep- 
arations and public health propaganda. Dr. Kemali Bayizit, 
the Minister of Health and Social Assistance, opened the con- 
gress. The two main themes were industrial hygiene and 
thyroid diseases in Turkey. Until 1929 the Ministry of Health 
and Social Assistance was responsible for maintaining the health 
of workers. With the enactment of the labor law in 1936 all 
matters pertaining to workers and the application of the labor 
law became the responsibility of the Ministry of Economics. 
The rapidly increasing number of workers brought about by 
the industrialization of the country resulted in the establishment 
of the Ministry of Labor in 1946. The main divisions are the 
division of health, the division of workers in industry and the 
division of workers’ insurance. Laws and regulations pertain- 
ing to working hours and compensation have been enforced; 
workers’ syndicates and workers’ infirmaries and hospitals have 
been established, and accident and disablement compensation 
and matters pertaining to maternal and child health have been 
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fixed. Establishments employing more than 50 workers must 
have an infirmary and a physician; those employing more than 
500 must have a hospital, a surgeon and a medical specialist. 
At present there are almost 400,000 skilled workers in different 
industries. A motion was carried that industrial hygiene be 
added to the list of medical specialties, of which there are now 
twenty-four: internal medicine, tuberculosis, general surgery, 
neurosurgery, obstetrics and gynecology, bacteriology and infec- 
tious diseases, parasitology, ophthalmology, otorhinolaryngology, 
pediatrics, dermatology and venereal diseases, psychiatry and 
neurology, radiology and radiotherapy, urology, orthopedics, 
stomatology and stomatology plastics, biochemistry, pharma- 
codynamics, pathology, legal medicine, hygiene and preventive 
medicine, physical culture and school hygiene, public health, 
and hydrology and physical therapy. 

On the second day of the congress diseases of the thyroid 
were discussed. The principal localities where goiter is endemic 
in Turkey are Isparta, Bolu, Kastamonu, Adapazar and the 
Bozkir and Ermanak districts of the Konya province. The 
town of Isparta is well known for its many young girls and 
women afflicted with goiter. In the Kastamonu Ilgaz mountain 
region the goiter incidence is noticeably higher. According to 
veterinaries goiter is also encountered in animals grazing in 
that region. In Afyon, Amasya, Erzurum, Geyve and Duzce 
goiter is occasionally seen. In Denizli, a province of more than 
300,000 inhabitants, only in 1 woman has colloid goiter been 
encountered in three years, and among the 13,000 patients 
examined in the hospital of Hatay there were only 2 cases of 
toxic diffuse goiter and 2 cases of struma. Among the 2,200 
patients admitted during the last six years to the Diyarbakir 
Model Hospital surgical department there were only 15 cases 
of goiter and 2 of toxic diffuse goiter. But in the mountainous 
Zonguldak Black Sea region 12 adenomatous toxic, 23 cystic, 
25 nodulous, 62 parenchymatous and 3 cancerous strumae have 
been encountered; 2.3 per cent were toxic diffuse goiters, and 
91 per cent of the patients with goiter were women. For the 
last three years the inhabitants of the goiter regions have been 
supplied with iodized salt, and goiter posters and pamphlets 
have been distributed. Generally speaking, the goiter situation 
in Turkey is not serious. 

Dr. Ziver Mestci of the Trabzon Model Hospital submitted a 
report on the 248 patients with struma admitted to his depart- 
ment for operation. Of the 248 patients, 164 were women and 
84 were men; of 95 patients with toxic diffuse goiter, 66 were 
women and 29 were men. Age groups were as follows: 


Struma Toxic Diffuse Goiter 
Age, Years Percentage Age, Years Percentage 
10-19 15.3 «10-19 7.4 
20-29 21.3 20-29 32.5 
30-39 26.6 30-39 44.3 
40-49 26.1 40-50 12.8 
50-60 10.7 


Three of the 248 patients with struma and likewise 3 of the 
95 patients with toxic diffuse goiter did not recover after 
operation; on admission they were weak and anemic and the 
disease was far advanced. 

The eleventh medical congress is to be held in 1950 at Ankara. 
The topics will be tuberculosis in Turkey and tuberculosis con- 
trol, the surgical treatment of tuberculosis and bone and joint 
tuberculosis. On the occasion of the national medical congress 
the fifth surgical, the third gynecologic and second microbiologic 
congresses were also held in Ankara. At the tenth medical con- 
gress almost one hundred papers were submitted; at the gyne- 
cologic congress 57 were presented. 
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ANNUAL CONGRESS ON MEDICAL 
EDUCATION AND LICENSURE 
Forty-Fifth Annual Meeting, Held in Chicago Feb. 6, 7 and 8, 1949 
Fesruary 7—MorNING 
Dr. Herman G. WEISKOTTEN, Syracuse, N. Y., Presiding 


New Medical Schools 


Dr. Herman G. WetskortrTen, Syracuse, N. Y.: This paper 
was published in THe JourNAL, May 7, page 8. 


Medical Education in Programs of the 
Public Health Service 


Dr. Leonarp A. ScuHeete, Washington, D. C.: This paper 
was published in THe JourNAL, May 7, page 5. 


The World Medical Association 
and Medical Education 


Dr. Lours H. Baver and Marcaret L. Natwick, A. M., 
New York: The World Medical Association was organized 
in Paris in September 1947. At present thirty-nine countries 
are members and applications are pending from several others. 
The objects of the association are to effect better liaison among 
the doctors of the world, to organize a medium of exchange, to 
study and report on the problems confronting the medical 
profession, to represent world medical opinion before interna- 
tional bodies, to assist all peoples of the world to attain the 
highest level of health and to promote world peace. Not all 
nations have a truly representative medical association, which 
is why some countries are not represented. It seems to be a 
definite fact that where there is no strong national medical 
association, medical care and medical education are on a 
distinctly lower plane. In the second General Assembly, held 
last September at Geneva, among the many momentous decisions 
made were: 


1. Appointment of a committee to draft an International Code 
of Ethics. 

2. Adoption of a report on “The Status of the Medical Pro- 
fession in 23 Countries.” This report covers medical man power, 
registration of physicians, professional organizations, the environ- 
ment of medical practice, the trend of medical practice and the 
status of the doctor in all these countries. 

3. Adoption of a report on Social Security and Health Insur- 
ance, including twelve principles, wherever medical care is 
provided as a part of social security. 

4. Preliminary consideration of methods of coordinating the 
medical press of the world. Decision to publish a quarterly 
Bulletin on the activities of the association. 

ther matters considered at the Assembly, and which are 
now engaging the activities of the Secretariat are: 

1. The Advertisement and Sale of Secret Remedies and 
Appliances. 

2. “Unqualified Medical Practice.” The report covers the 
regulations governing cult practice, whether or not such prac- 
tices are growing, and the nature of schools of training, if any. 
It is a matter of regret that the United States is one of a 
very few countries where there are schools or programs of 
training for unqualified practitioners. 

3. Postgraduate Training and the Training of Specialists. 

For some time now the Association has been engaged in the 
Study of Undergraduate Medical Education and the study is 
now nearly complete. It covers information as to the medical 
schools of twenty-six countries. It is hoped to keep this study 
up to date. Such a study has never been done before. It is 
believed that the World Medical Association, by publishing 
such a report and through its member associations can be of 
great assistance in bringing about a uniform high standard of 
medical education throughout the world. 

Very few of the activities of the World Medical Association 
would be possible without the assistance of the United States 
Committee. The United States Committee was incorporated 
as a nonprofit organization to give financial support to the 
World Medical Association. The Committee agreed that, if 
the headquarters of the Association were established in North 
America, it would guarantee the financial support up to a 
certain limit of the Secretariat, publication of the Bulletin and 
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the cost of the traveling expenses of members of the Council 
in attending official meetings, as otherwise some of them would 
not be able to attend. The headquarters have been established 
in New York City. Membership in the Committee is open to all 
organizations and individuals. Medical associations, organiza- 
tions allied to medicine, semiprofessional organizations and many 
individuals are contributing financial support to the promotion 
of world medicine, world health and world peace. We hope 
that at least 5,000 doctors become members of the committee. 

The potentialities of the association are boundless, if we 
succeed in obtaining the proper financial assistance. All doctors 
should assist in the work of raising and unifying the standards 
of public health, medical education and medical care throughout 
the world. Doctors of the world have a common meeting 
ground, and through them and their influence a better under- 
standing among nations can be obtained. 


DISCUSSION 


Dr. DonaLp G. ANpeErsoN, Chicago: During the past two or 
three years particularly there has been a great need for knowledge 
in this country of medical education programs abroad. Many 
physicians who have received their training in foreign countries 
are eager to come to the United States and to enter practice. 
The state licensing boards, therefore, need accurate information 
about the institutions in which these men received their training. 
A small group, which will probably grow larger, of American 
citizens who wish to go abroad to receive medical training 
and then return to this country to practice also need information. 
There is also the possibility that the exchange of students between 
medical schools and possibly even an exchange of instructors 
may develop as we coine to know more about the facilities 
and institutions in other countries. During these past two 
or three years, while this need has been becoming evident, 
a number of groups have been trying to gather some of this 
information. It seems likely that with this entrance of the 
World Medical Association into this field we may be able to 
get the information which is now being sought from many 
quarters in this country. 


Utilization of Regional Hospitals for 
Medical Education 


Dr. CHartes F. WiLkrinson Jr., Battle Creek, Mich.: In 
the past several years many schools have adopted an attitude 
that the justification for their existence is dependent not only 
on their turning out well equipped physicians, but also on their 
ability to keep the physicians in their realm of influence informed 
as to recent developments in diagnosis and treatment. This 
brings to mind an entirely different institution from that com- 
monly envisaged when the term medical school is used. This 
trend is seen not only in tax-supported schools, for many 
advances in continuation technic and much of this philosophy 
of regional obligation have developed in privately endowed 
medical schools. 

A hospital functions effectively in discharging its obligation 
largely in proportion to its activities in the field of medical 
education. During the past several years many attempts have 
been made to integrate the local hospital as an educational 
institution with the medical school as the center of regional 
medical education. For a time I was intimately involved in 
the program at the University of Michigan that attempted to 
do this. The need of hospitals for many of the things to be 
found only at a university center was equalled by the need of 
the university for the hospital’s space and staff in the training 
of interns and residents. As a result a program was developed 
which it was hoped would not only give good intern and resident 
training in hospitals distant from the medical school, but would 
also serve as a daily stimulation to the continuing education of 
physicians practicing in areas served by those hospitals. Certain 
broad principles served to set the course of this program and 
they are believed to hold true in the continuous education of 
any physician: 1. Medical schools can no longer hope to prepare 
a person for the practice of medicine for more than four or 
five years after graduation. 2. A physician can continue his own 
education, but this is not likely to be the most efficient method 
by which his skill can be maintained. 3. A medical school’s 
primary obligation is to the undergraduate, but scarcely less 
important is its obligation of educating residents and practicing 
physicians. 4. This is especially true of tax-supported institutions 
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in their relation to the practicing physician. 5. A medical 
school’s influence should, wherever possible, be carried to the 
physician, as well as offering more formal training on the 
campus. Short courses are valuable but do not obviate 
the need for planned day by day stimulation. 7. The best place 
for this day by day stimulation is in the hospital where the 
physician practices. 8. Ideally, the practice of medicine should 
be made up of three components: (a) the care of the sick; 
(b) teaching of undergraduates, residents or other physicians, 
and (c) some type of investigative work. 

The foregoing definition for the ideal practice of medicine is 
open to some criticism. Certainly the physician of today should 
be acutely aware of preventive medicine, and I agree with my 
critics that the care of the sick should be broadened to include 
the prevention of disease. 

A hospital that desired to affiliate approached the university 
and was visited by the coordinator of the decentralized program. 
They were acquainted with the basic teaching requirements of 
the program which were: 1. Teaching ward rounds conducted 
daily. 2. Roentgenologic conferences in each affiliated service 
weekly, 3. Clinical-pathologic conferences which may alternate 
between medical and surgical cases weekly. 4. Clinical con- 
ferences by the medical service, and clinical and necropsy review 
conferences by the surgical services. 5. Responsibility during 
the surgical resident’s fourth year for a fifteen to twenty bed 
ward or its equivalent. 6. Each chief. of service was either a 
certified specialist or a fellow of his respective board or college. 
When this requirement could not be fulfilled, a member of the 
staff with these requirements could be selected from the service 
to act as preceptor. In addition the university sent members 
of the senior faculty to the affiliated hospitals to participate 
in ward rounds and conferences once each month in medicine 
and surgery. During the third year out of medical school, or 
the second year in specialty training, the resident came from the 
affiliated hospital to the University of Michigan to spend either 
a year or nine months in the study of the basic sciences closely 
correlated with clinical application. During this period, approx- 
imately two fifths of the resident’s time was spent in clinical 
application, while the remainder was spent in the basic science 
departments. 

There were a number of difficulties that were unique to the 
programs at the University of Michigan, or at least, appeared 
to be. All of the schools engaged in such programs have their 
troubles. I know of no such program that is as good as it 
was planned to be. These inherent faults are important, but 
they are not as significant as are the advantages. Intern and 
resident training has become too complex to be considered 
merely as a work experience. It is part of the physician’s 
education, and should be under the supervision of medical 
schools. The medical school alone cannot assume the responsi- 
bility for training all residents within its walls. It can, however, 
through affiliation with regional hospitals, expand the number 
of residents for whose education it is responsible and at the 
same time participate in a truly regional medical educational 
program. 

DISCUSSION 

Dr. CurrieER McEwen, New York: Like the one described, 
our program at New York University has been made possible 
by the support of the W. K. Kellogg Foundation. Ours started 
in September 1947, and the leading spirit in setting it up has 
been Dr. Clarence de la Chapelle. When, during this last 
year, the new Postgraduate Medical School was established 
as a part of the New York University—-Bellevue Medical Center, 
this regional hospital program carried over into the program 
of the Postgraduate School, and we now look on it as one of 
the most interesting experimental projects of that school. We 
have ten participating hospitals as compared with fifteen in 
Michigan. During the shorter period that ours has been in 
progress, we have had twenty-three residents enrolled as com- 
pared with their seventy-five. Our hospitals rank in size from 
one hundred to eight hundred beds and they are in communities 
of 2,000 to 58,000 population. They are in an area within 100 
miles of New York City. We believe that this type of program 
offers the unique opportunity for community service, and at 
the same time one for expansion of graduate and postgraduate 
teaching through the participation in the training of the residents 
and the attending staffs also in these outlying hospitals. We 
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hope also that eventually, on an elective basis, undergraduate 
students will take part in the program, that they at least will 
go out and work in these hospitals and in this way widen 
their experience through a type of service in suburban and 
rural areas, which of course is so different from that experience 
they now receive in the city. Eventually, too, we would like 
to see this program extend over to a cooperative training in 
nursing education. A very important aspect of the plan is the 
selection of the right man to act as coordinator in the individual 
hospitals. In two of our hospitals which did not appoint such 
coordinators, because the proper men were not found, the 
program did not go very well. We have not been conscious of 
some of the difficulties which Dr. Wilkinson mentioned. Our 
faculty has been enthusiastic about it and there has been no 
trouble in having senior faculty members go out to make these 
visits. In part that may be due to the fact that they all received 
an honorarium for each visit, but in all events they have done 
it with enthusiasm. The hospitals have not shown any feeling 
that the University was “moving in on them.” Some of the 
attendants at the hospital found that under this new plan they 
had to devote more time to ward service in the hospitals and 
to intern residency training, and that irked a bit; they of course 
were the first to admit that was what they should be doing, 
and it was one of the good features of the plan, and now they 
do it. The cost is an important feature. We made perfectly 
clear to every hospital that came into this program with us 
that we could not carry it out of the University budget. When 
the funds which we now receive come to an end, either funds 
will have to be provided from some other sources or, by that 
time, it should be sufficiently interesting and important to the 
hospitals so they will take over the cost. I estimate that the 
program costs about $3,000 to $4,000 in each of these hospitals, 
depending on how much one pays as a stipend to the coordinator 
of the hospital and whether or not one included in it the lack 
of funds lost through the fact that we waive a tuition for the 
residents who come to the college during that part of their 
training. This figure of $3,000 to $4,000 does not include the 
overhead oi operating the whole plan. 

Question: What is the smallest hospital in size desirable 
for such an affiliation? Do they have any trouble getting 
interns? Does this program help them get interns? 

Dr. Wirkinson: The size of the hospital varied with 
whether we were trying to train specialists or general practi- 
tioners. It was felt that a hospital of one hundred beds could 
offer enough to give a man for the six months that he is there 
but not enough to give a man proper training in the specialty 
field. In those hospitals they would average one hundred and fifty 
beds or larger. The hospitals have had some difficulty in getting 
interns, but a decreasing difficulty in getting interns each year. 
We have a joint certificate with the University of Michigan 
Medical School and affiliated hospital to the effect that such 
and such a hospital is affiliated with the University of Michigan, 
and both the dean of the school and the chief of the service 
at the local hospital sign the certificate to the amount of 
training they have had as interns and residents. The prospectus 
of the hospitals that goes out to medical schools usually includes 
a statement to the effect that they are affiliated with the Univer- 
sity of Michigan and that a nine months’ period of basic science 
continuation study is offered at the University of Michigan 
during the resident training period. The general practice interns 
apply directly to the University of Michigan, and the University 
of Michigan makes appointments there. In the specialty pro- 
grams the local hospitals make the appointments. 


Economics of the Hospital System 

Ext: Grinzperc, Pu.D., New York: The New York State 
Hospital Survey and Planning Commission entered into a con- 
tract with Columbia University six months ago, to have a study 
made of the entire hospital facilities within the State of New 
York. The commission is responsible for the channeling of 
the Hill-Burton moneys, among its other duties, for the erec- 
tion of new hospitals. The commission awakened to the fact 
that it would be dubious to try to build new hospitals unless 
one had a clear picture of the financial underpinnings and 
general strength of the existing hospital plan. It was to have 
a broad social-economic study undertaken that the commission 
went to Columbia and entered into this contract. We have 
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been under way about six months with this study, and a host 
of complicated problems come to the fore. I am going to con- 
sider those problems which bear more particularly on the 
interest of a group like this. I need some help. 

I start with the presupposition that no matter how much or 
how little money is spent for hospital service or any other 
health activity, one ought to try to do two things; that is, to 
get the best that money can buy and the most that money can 
buy. The total expenditures for hospital care within the United 
States represent still a relatively small proportion of the total 
bill for medical care—something like $2,000,000,000 out of an 
annual budget of over $8,000,000,000. The hospital plan of the 
United States grew up in an era of free competition when 
individuals or groups decided to build hospitals. They built 
hospitals more or less without regard for or any detailed con- 
sideration of other hospital facilities near or far. As modern 
medicine has developed we have become more aware of the 
fact that one cannot really look at the adequacy of the isolated 
hospital, but ought to think in terms of a hospital system or an 
integration among a group of hospital units. If you do not do 
that, the likelihood is that on one hand you will run into dupli- 
cation and wasteful facilities, and on the other hand to an 
imbalance of facilities. If you have too many, or the wrong 
proportion of facilities, you are going to run into serious waste. 

Looking at a hospital from the outside, as an economist, it 
seems as if a good hospital has to have a larger amount of 
expensive equipment and highly specialized personnel. They 
need expensive laboratories, x-ray machines, apparatus, and so 
on. They need skilled personnel to make efficient use of the 
equipment. The full utilization of that expensive equipment 
and skilled personnel cannot be carried by the inpatients alone. 
You do not at any time have a sufficient number of inpatients 
who require the full utilization of all these overhead facilities. 
Since somebody (broadly, the community) is paying for those 
facilities, it seems unwarranted to have them utilized far below 
their reasonable load factor. This means that one ought to 
start thinking of how to make effective use of these cverhead 
facilities for an increasing number of patients who are not in 
the hospital but who can be treated on an ambulatory basis 
either for diagnostic or for therapeutic purposes. There ought 
to be some way of building a bridge between the people on 
the outside and the existing facilities on the inside so that we 
can get these expensive facilities down in cost in order that 
more people can use them. The community cannot do everything 
it would like to do with respect to health; therefore I think it 
behooves all of us to figure out how it can at least make the 
most use of what it has. 

When one encounters a shortage problem, perhaps the present 
planning in the utilization of skilled personnel is not at a maxi- 
mum. I should like to raise the question whether it would be 
possible, protecting the basic doctor-patient relationship, still 
to work out more effective designs for the treatment of 
inpatients and also ambulatory patients who use a _ hospital 
facility, just because of the fact that the hospital makes it 
somewhat easier to go over to a team approach. In our cal- 
culations on the nursing picture, the committee arrived at an 
estimate that 70 per cent of the entire nursing functions 
of the country could be efficiently performed by nurses who 
had had only nine to twelve months of training, subject to the 
one proviso that about 30 per cent of them would be team 
leaders and really well trained professional nurses. In the 
Army experience, of which I can talk with some five years of 
background, we never could have met the obligations of the 
last war had we not trained some half-million medical tech- 
nicians. We trained them within three to six months, and 
then had them learn much more on the job, with the consequence 
that one could get a tremendous additional volume of work 
load performed without pushing against the scarcest categories 
of personnel—the physicians and nurses—all the time. The 
hospital seems to be a logical area for intelligent experimentation 
with respect to new team approaches. So far I have found 
little experimentation outside of governmental hospitals, and 
not enough inside of them. 

I believe we have become too hospital conscious in the 
country as a whole, That has been strengthened by virtue 
of the fact that Blue Cross, for all of its other advantages, is 
inpatient. I think that serious as it is not tu have hospitals 
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where they are needed, it is equally preposterous to try ever to 
utilize them, because from an economic point of view the most 
expensive thing about hospital care is feeding patients and 
giving them service which ordinarily they get at home. The 
matter becomes of tremendous importance if one projects the 
present trends as to the needs for hospitalization for the chronic 
patients and for the neuropsychiatric patients. One of the New 
York psychiatrists said that if present trends continue, one will 
have only a choice between euthanasia and bankruptcy. It means 
that we must work out a series of approaches which will not 
lead to an absolutely indefinite expansion of more hospital beds, 
more patients in beds. 

In summary, long overdue is the working out on a regional 
basis of a much more explicit form of integrating small outlying 
hospitals, intermediate hospitals and large teaching hospitals, 
and the insuring that areas are covered not necessarily by 
building hospitals everywhere, but by being sure that people 
can get hospital care and where they need it—and this includes 
moving a patient to the hospital as well as the hospital to 
the patient. Secondly, we ought to worry much more about 
the effective and full utilization of the expensive equipment 
and specialized personnel currently required by hospitals in 
order to handle the essential parts of hospital care for inpatients, 
and figure out how to spread that apparatus and that skilled 
personnel so that it can treat a much larger number of 
patients. Thirdly, I would like to see more experimentation 
with the general field of a team approach, as to how one can 
use less skilled and less expensively trained persons under the 
supervision of senior, well trained persons, so as to cut out 
fantastic requirements that we have just projected. 

There is no point in worrying about economics unless one 
can insure certain minimum standards of quality and preferably 
expanding standards. I have been impressed with the gap 
between the point of view of the good medical teaching schools, 
with their tremendous emphasis on group practice, and what 
goes on outside, where the private practice of medicine is still 
heavily weighted in terms of individual practice. There has 
grown up a kind of compromise on the outside, in which the 
individual practitioner works by himself part of the time and 
if he has a hospital affiliation, works as a member of a team 
the rest of the time. That is probably a good compromise. There 
has been a too nonchalant attitude toward the fact that by 
concentrating on quality within the hospital there has been a 
serious neglect about the hospital’s contribution to quality outside 
the hospital. It would be highly desirable to figure out how 
to do a better job than one has done in having the hospital 
serve as a continuing training ground for physicians in private 
practice. It seems to be desirable to have the medical pro- 
fession, and in particular perhaps the medical schools, feel 
that there is this kind of responsibility that they have not 
only to train a few very good persons at the top, but that 
they have to figure out how they can make a continuing 
contribution to raising at least the minimum standards of 
hospital care in the community. 

That problem becomes particularly acute if the medical 
profession does not take action, for this reason: The welfare 
commissioners, who are becoming important purchasers of 
hospital care, cannot understand why they should receive a 
bill from one hospital 100 and frequently 200 per cent higher 
than for the identical procedure at another hospital. If it is 
left to the welfare commissioners, they will apply the logic 
of the economic market and will conclude that the best care is 
the cheapest care. If you would like them to use a more 
meaningful set of criteria, then a set of practical criteria which 
can be applied administratively to all hospitals within the state 
or some subdivision thereof should be established. 

Another point on the question of quality: I am disturbed, 
when looking at the analysis of the total medical budget, to 
see not only the relatively small amounts being devoted to 
research, but, more subtly, the present way in which atmosphere 
and incentives are working to deflect so many potentially good 
persons from research areas into the clinical fields. The medical 
schools must be somehow responsible not only for producing 
good clinicians, but for trying to work toward a shifting of 
the total incentive picture. Perhaps one of the ways to do it. 
would be to broaden the area in which the medical schools 
operate, and, perhaps, on a part time affiliation basis with a | 


V 


CONGRESS ON 


VoLtumeE 140 
NuMBER 3 


larger number of hospitals, work out some partial practice 
and partial research time. Good research meats using most 
of a man’s time; but in medicine, unlike some other fields, 
one must continue to deal with patients in order to do good 
research. I see the danger to be particularly acute because of 
the national interest in improving service all the time. In 
this matter of broadening the service to the patient of today 
we are apt to sacrifice the patient of tomorrow. Aggressive 
leadership is long overdue on the part of medical schools in figur- 
ing out how to better staff and get more persons into research. 

The hospital is not making as much use of its natural allies 
in the community as it might. There is not nearly the integration 
of the hospital and the practicing physician in the community 
that there ought to be. The hospital seems to cut the patient 
off at one stage of his illness, treat him and throw him out 
again. If this doctor-patient relationship is as important as 
you all think it is, then I should think it becomes doubly 
important to get the hospital into a much more intimate rela- 
tionship with the practitioner on the one hand and the health 
department on the other, so that you gain some strength 
through allies. Although there is a whole area of hospital 
direction which is the logical and sole province of the medical 
profession, there are other legitimately interested parties as 
far as hospital policies are concerned. There is simply the 
ordinary citizen who is the taxpayer. Secondly, there is Blue 
Cross and other prepayment schemes, that have acquired a 
large amount of converts with respect to certain aspects of 
hospital operations. Thirdly, there are the welfare and health 
commissioners of the respective communities who also are 
interested parties. 

The hospital would become a more efficient total operation 
within the broad scheme of medical and health care if more 
attention were paid to working out the administrative and 
planning structure of the hospital. Here, the medical schools 
have a particular contribution to make; they ought to try to 
divert some persons with predilections for administration into 
the field of broad hospital planning and administration. Not 
all of our hospital administrators need be medical people, but 
at least the leadership ought to come from a man with a good 
medical education who also has some imagination about broad 
problems. 

DISCUSSION 


Dr. A. C. BAcHMEYER, Chicago: I find it difficult to discuss 
this address because many of the problems outlined have no 
ready answers. I can only offer opinions on the points 
enumerated. We have the beginning, at least, of a mechanism 
for assessing the community need for hospital service. The 
appraisal and planning mechanism suggested is the formation 
of local groups or committees representative of those that are 
interested in the problem—the medical profession, the various 
health agencies, the community at large—to study the entire 
situation. Dr. Ginzberg pointed out the need for coordinating 
hospitals. We have had several examples across the country, 
developed in recent years, which indicate that by such coordina- 
tion better medical care can be provided for the public. I refer 
to the Bingham Associates in Maine; the Salem Hospital in 
Massachusetts having a somewhat similar organization; the 
County Regional Plan at Rochester, N. Y., and in Michigan, 
under the W. K. Kellogg Foundation, a different type of 
organization. The University of Colorado is developing another 
plan but along similar lines. There is a challenge here to 
American enterprise, to the voluntary system, to develop similar 
endeavors without such “outside” support. I believe it can be 
done, but it requires leadership at the local, at the district and 
at the state levels. The organization of regional coordination 
ought to be not only on the service and educational levels, but 
also on the policy and administrative levels. I understand that 
at the Salem Hospital the development brings members of 
the Boards of Trustees of these smaller hospitals to the meetings 
of the Board of Trustees of the Salem Hospital. There is similar 
coordination at the professional level among the medical staffs, 


and at the administrative level as well. Through such regional . 


development we may develop, on a voluntary basis, a system 
of hospitals throughout the country. We have no system of 
hospitals at present; each hospital is an independent, isolated 
unit, each planning and developing without regard to other 
hospitals in the area or the general need of the community. 
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Where institutions have developed in this haphazard manner, 
there is bound to be wastage of resources. As medical science 
advances it becomes necessary to purchase expensive equipment, 
establish laboratories and utilize the services of skilled technical 
personnel. Duplication and wastage of resources have been 
avoided in many instances through the development of arrange- 
ments between the individual and the hospital whereby the 
service is centralized and concentrated at the institution. Local 
health and hospital councils probably can assist in this area. 
The point which Dr. Ginzberg made about the use of less 
skilled personnel is realistic. We need at least as many better 
educated professional nurses as we have at present, and perhaps 
more, but we need many more trained attendants or vocational 
nurses to render a large bulk of the services that patients 
require. We need a group of professional nurses who know 
why services are being rendered, why observations of a particular 
type are necessary for the physician’s understanding and care 
of the patient, and we need a large number of persons who 
know how to help. They can do the job under supervision. Our 
nursing schools today do not teach their students how to 
supervise and how to work with these less skilled persons 
in the service. Dr. Ginzberg’s report on the function of nursing 
points out that perhaps we will eliminate what we call the 
staff nurse (the diploma nurse) and have a more highly skilled 
person who is capable of supervising two, three or four of these 
practical nurses or nurse assistants. That problem is acute. 
Probably the suggestion is not acceptable to the nursing pro- 
fession and to many hospitals that are carrying on what are 
called nursing schools. The control of the admission and 
discharge of patients from the hospital is in the hands of the 
medical profession, and I hope these conditions will prevail. The 
cooperation of the physicians with Blue Cross plans has been 
notable in a number of areas. The average stay of Blue Cross 
patients in hospitals is less than seven days in Chicago. That 
is a rather short stay, and it means that there is cooperation; it 
indicates not only that the physician hesitates to admit a patient 
merely for diagnostic procedures that can carried on with 
the patient at home, in his office or in a clinic, but also that 
he gets the patient out of the hospital when the need for inbed 
care is no longer present. 

It is true that medical schools are teaching young men in an 
atmosphere of group practice. If you agree that the quality of 
medical care is of the highest in our teaching hospitals, then 
group practice offers promise of improvement in general stand- 
ards. The decline in the number of graduates who go into solo 
practice today is evidence of the fact that they appreciate the 
value of having consultants and associates about them; it is also 
one factor in the difficulties which we are encountering through 
the maldistribution of medical practitioners. Elevation of the 
quality of medical care in hospitals is entirely a problem for 
the medical staff. It is a question of self policing. Members of the 
profession know how difficult that is, how hazardous it is to find 
fault with a colleague who may have made a mistake, knowing 
full well that we may encounter the same situation later. The 
maintenance of a high quality of service requires frank, unbiased 
audit of professional work, an alert, active auditing committee, 
and a professional review committee on all medical staffs. 
Skilful, competent, diplomatic, frank and courageous pathologists 
and radiologists are key persons. At present we have no 
mechanisms that permit us to compare the quality of profes- 
sional service in one hospital with that in another. The staff 
committee and the staff of a hospital, their conception of good 
quality care and the audit of the professional service are the 
only criteria available at present. With reference to research, 
we must recognize that basically there are two types. Funda- 
mental research requires training of skilful personnel, space 
and money, and should be restricted to those institutions in 
which qualified personnel and funds are available. The cost 
should not be added to the patient’s bill for service. The 
conduct of research in our medical schools, its inclusion in our 
curriculums in such a manner that the undergraduate student 
is at least exposed to it and has an opportunity to participate 
in investigative studies, is an essential part of the medical 
student’s education. The second type of research might be 
designated applied research or clinical investigation. Such 


studies require careful planning and competence on the part 
of the investigator, but they are costly only in time and effort. 
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Thousands of medical records every year find their way into 
filing cases and never see the light of day again. These records 
contain great amounts of valuable information and should be 
subject to review and study in every hospital. These records, 
properly made, readily form the basis for much clinical study, 
and there should be much more of it carried on. The sharp 
lines between curative and preventive medicine are fast dis- 
appearing. The public health services in many areas are 
undertaking case finding activities. Our outpatient services 
should be far better developed. Through the outpatient depart- 
ment and the diagnostic clinic that can be established in all 
hospitals, much duplication of effort and expense can be 
eliminated and the services of hospitals and health departments 
can be better integrated. There seems to be little sense in 
having a hospital laboratory doing the same type of work 
as is being done downtown in a public health department 
laboratory. Better relations between governing boards, the 
administration of the hospital and the medical staff, of course, 
are essential. Active liaison committees between the staff and 
the board and the administration have been the best mechanism 
for developing proper relationships. These relationships must be 
properly established if our hospitals are to be conducted in 
the best interests of the patient. 

Dr. Carrot, B. ANprews, San Francisco: It may be well 
to consider some of the basic principles relating to over-all 
medical care originating from the standpoint of a physician in 
private practice. As Dr. Ginzberg’s address pointed out a 
number of critical questions, I too find several questions arising 
in my mind. The inefficient use of equipment in doctors’ offices 
and in hospitals is admitted. Nevertheless, I should like to 
point out that the great development in the United States was 
brought about by the inefficient use in relation to the time 
used, first, of the long rifle of the scout and pioneer. He needed 
it only for a few minutes but he needed it definitely in those 
few minutes to protect and provide for himself and the public. 
The farmer used his plow only a short time during the season 
but the plow, the scythe, the mowing machine and the reaper 
had their definite uses. So the country physician often needs an 
x-ray unit and other expensive laboratory equipment immediately 
after his history taking and physical examination. The lack 
of availability of these essential instruments may have a deterrent 
effect on the broad programs of cancer, tuberculosis, gastro- 
intestinal disease and cardiac disease case finding, diagnosis 
and treatment. These and many others are problems that 
originate in the doctor’s office, the first point of contact where 
segregation of cases is now accomplished. How efficiently is 
scientific research carried on in institutions of higher learning? 
The tremendous costs should not deter us from scientific 
investigation! We should not be too greatly concerned about 
the use of expensive equipment in the individual doctor’s office. 
There are problems which arise in a small community through 
so-called group practice. These may be corrected in some 
measure by a loose integration by the physicians’ practicing 
as a group, pooling equipment and a common building. This 
mode of practice may come about slowly through the use of 
the small hospitals that are being constructed in the rural 
areas. This is the type of practice being developed in my 
own community. The development on a voluntary basis of our 
own twenty-three bed hospital has proved to be an excellent 
practical research laboratory in the medicoeconomic problems 
which are facing physicians, provides a common ground for 
frequent casual contacts, consultations and staff meetings. 
Coincidentally there has been an increasing tendency to share 
office space and equipment. 

Dr. Ginzeerc: Concerning Dr. Andrew‘s statement, I should 
like to say that my emphasis is not only on the economical 
use but on the effective use also. There is a range of conditions, 
of skills and of apparatus that fits together, and that is for 
the private practitioner, working on his own or in loose 
affiliation. There are also types of equipment which require 
types of skill and that is what I should like to emphasize. It 
is impossible to conceive of each individual doctor’s having a 
requisite amount of that skill. It was my conception that it was 
the second group, the highly specialized resources, which ought 
to be utilized efficiently, because they are so expensive and 
because they require such a high level of skill. 
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FEBRUARY 7—AFTERNOON 
Dr. Herman G, Wersxkorten, Syracuse, N. Y., Presiding 


Classification Policies of the Selective 
Service System 


Cotonet Ricnarp H. Eanes, Medical Corps, United States 
Army: Congress in the Selective Service Act of 1948 placed 
the responsibility for classification of registrants on the local 
boards which are established throughout the local communities 
of the nation. Thus a registrant is classified by his neighbors 
who are duly appointed for that purpose. Their judgment and 
decision in classifying is final but, in keeping with our democratic 
principles, is subject to appeal. 

A physician developing a private practice who is liable under 
the Act must present sufficient evidence to his local board that 
he is actually engaged in his profession, that he cannot be 
replaced because of a shortage of personnel with his qualifications 
or skill and that his removal would cause material loss. If a 
physician is really busy, it would seem that it would not be 
difficult to present such evidence to the local board. Interns 
and residents present a similar problem. 


We are aware of the shortage of doctors in the armed forces, 
and we have informed the local boards that commissions are 
available for young men who have the professional qualifications 
and are physically fit. We have not advised the local board 
that these men should be commissioned before consideration is 
given to them for occupational classification. Such a thing is 
prohibited in the Act, but we do feel that the acceptance ‘of a 
commission by one of these young doctors would be further 
evidence that he may present to his local board to show his intent 
to serve the nation in its need. When we are asked, we are 
advising both the hospitals and the physicians to that effect. We 
have further stated, unofficially, that in our opinion a hospital 
should not enter into a residency contract with a young doctor 
until he has rendered enough active military service to relieve 
himself of liability under the Selective Service Act. 


Identifying those students who have been accepted, or are 
pursuing full time courses in the study of the healing arts, has 
presented no serious problem. A more complex portion of this 
problem is the identifying of undergraduate students who are 
to be given occupational classifications in order to insure an 
adequate supply of qualified material to the professional schools 
in the years to come. It would be difficult to estimate how many 
men are actually taking so-called premedical courses in under- 
graduate schools. The number is far greater than the number 
of men who can be admitted to professional schools each year. 
It is obvious that not all men pursuing a premedical course 
can be granted blanket occupational classification. I may assure 
you that when a program is put into effect it is reasonable to 
expect that it will result in a pool of baccalaureate graduates 
sufficiently large to afford medicine its choice in selecting the 
6,000 odd students needed each year. In fact, the adoption of 
this program may relieve medicine of some of the more routine 
elimination of applicants who are without proper qualifications 
and will make unnecessary the provisional! admittance of pre- 
professional students two and three years before the anticipated 
commencement of a full time course in medicine. It behooves 
the serious student of medicine and the medical educators to 
have the local boards of the Selective Service System fully 
informed concerning the occupation of medical student registrants. 
I urge those who are vitally interested in this problem to 
continue to follow Local Board Memorandum No. 7 as it 
pertains to your professional students; that you likewise file 
SSS Forms No. 103 for those men approaching the end of 
their preprofessional course who are being actually admitted 
to your 1949 classes, and that you plan, wn or about July 15, 
to prepare SSS Forms No. 103 for all students then actually 
admitted to the professional classes commencing in 1949. 


DISCUSSION 


Question: Would a boy 18 years of age, eligible for college, 
be given an opportunity to study medicine? 
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Cotonet Eanes: He must register at his local board or at 
some local board immediately after he turns 18. He is not 
eligible for service until he becomes 19 years of age. Before 
any future inductions, I am confident that a broad student 
deferment policy will be adopted and that there will be certain 
things required of this young man, whether he is going to study 
medicine or anything else, if he is going to remain in college. 
He will consult his school at the time he becomes 19 and he 
will be required to do certain things. If he does those things 
successfully, the school will certify him to his local board and 
will request occupational deferment for him. If his nineteenth 
birthday catches him in the middle of the year and he receives 
an order for induction, he will present to the local board that 
he is a college student, and under the law his induction must 
be postponed. This will not be of much benefit to him unless 
he is certified by his college. 

Question: If a man meets his state requirements of intern- 
ship, completing the same as of July 1, 1949, and he has 
aspirations for a residency in a specialty board, it is my 
understanding that on completion of his internship that man 
automatically reverts to 1-A. 

Coronet Eanes: Local Board Memorandum No. 7 does not 
apply to any registrant who is a graduate in medicine. It applies 
only to those who are studying medicine. Any registrant, no 
matter who he is, may ask his local board for occupational 
deferment. The person referred to has been occupationally 
deferred while he is serving his internship. He has the right 
to ask his local board to continue his deferment until his 
twenty-sixth birthday while he does a residency. I stated that 
unofficially we are advising the hospitals that in our opinion, 
because of the great need in the military forces for doctors, 
they should not consider a new residency contract except with 
men who have satisfied their liability under the Selective Service 
Act. That does not mean that a local board cannot defer this 
man. The local board can defer him, and the only way, we 
could stop the local board from deferring him would be to 
appeal and have either the appeal board or the Presidential 
Appeal Board disagree and reverse the local board. I do not 
believe that we will in any unaggravated case ever appeal 
such a classification from a local board; that is, from national 
headquarters. The registrant can ask for a continued deferment 
while he is doing a residency. We simply feel that he should 
not. If the local board gives it to him, it is his. The final 
decision is the local board’s, subject to appeal. — 

Dr. W. B. Parker, St. Louis: I have been asked by several 
medical students to file Form 103 for them before they have 
a Selective Service number. Should I do this or wait until 
they have that number from the board? 


CoLoneL Eanes: The number does not keep you from filing. 
My idea, which I think is consistent with the workings of 
the local board, is that it should arrive at the local board, if 
this man is just turning 19, at about the same time his ques- 
tionnaire gets back to the local board. In other words, to try 
to get him his occupational classification before any other 
classification can be given. So time it with him that you get 
the Form 103 through national headquarters and through the 
state headquarters, to arrive at the local board at about the 
same time that the questionnaire arrives. The local board will 
continue classification of all men between the ages of 19 and 26. 

A question has been asked me whether, if a man is under 
orders or is classified 1-A and arrives at his twenty-sixth 
birthday and has not yet been inducted, the order for induction 
or the classification 1-A extends beyond the twenty-sixth 
birthday. The answer is that he has no liability for service 
from the day he reaches his twenty-sixth birthday. The law 
does place on him the obligation of keeping his local board 
informed as to any change in status, change in address, marital 
status, and the like, but he has no liability for service and he 
may not be presented for induction. 

Dr. Harvey B. Stone, Baltimore: As elaborate as the 
initial program for the deferment of premedical students seems 
to be, it is such a tremendous safeguard and such an advance 
over the condition that prevailed in the last war that it is a 
great reassurance to those interested in the continuing supply 


i of medical students. 


Program of the United States Public Health Service 
for the Improvement of Teaching in Cancer 

Dr. Samuet C. Harvey, New Haven, Conn.: Something 
over a year has gone by since the first grants were made 
to schools of medicine by the United States Public Health 
Service for improvement of the teaching of cancer. This action 
was the result of a conference organized by: the National 
Advisory Cancer Council. How these funds were to be used 
was wisely left to each school concerned. I have the impression 
that the situation which gave rise to this effort to improve the 
teaching in “cancer” was referable to the methods of teaching 
in the schools of medicine rather than the objectives, which 
have in general been of the highest order. Inadequate diagnosis 
and treatment is not peculiar to the field of cancer, though it 
may, in many instances, be more obvious there. This should 
not be held an indictment against the profession as a whole, for 
adequate knowledge has been, and still is to a great degree, 
lacking. Also, the awareness of the increasing importance of 
the so-called chronic diseases, in which cancer may be included 
by reason of chronology if for no other, is a matter of relatively 
recent development. In spite of these handicaps, a considerable 
number of physicians have kept pace with the changing picture 
and do not rely on what they were taught in schools of medicine, 
but rather on a continuing self enlightenment by acquaintance 
with current literature and with practice according to the 
experience of others. Knowing the degree to which a physician 
has done this, one can make, off hand, a favorable prognosis 
as regards the quality of his work. A primary problem at the 
present and so far as one can see into the future is that of 
obtaining teaching personnel in the field of “cancer” who are 
informed about and participating in research and at the same 
time familiar with the natural history of neoplasia not only in 
the experimental animal but also in man. 


Pediatrics in the Medical Curriculum 
and the Intern Year 

Dr. Joun McK. Mirtcuett, Philadelphia: The Study of 
Child Health Services of the American Academy of Pediatrics 
in 1947 conducted a survey of pediatric education in medical 
schools and in the hospitals approved for residency training 
in that field by the Council on Medical Education and Hospitals 
of the American Medical Association and the American Board 
of Pediatrics. This paper presents an appraisal of the pediatric 
training provided during the undergraduate course and in the 
intern year in the above hospitals. 

It is obvious that a brief recapitulation of a study of this 
sort will lay considerable emphasis on deficiencies which were 
discovered. Pediatric education has shown a vast improvement 
in quantity and quality since the time of the Third White House 
Conference on Child Health and Protection in 1930 and even 
since the survey of medical education in the United States 
conducted under the auspices of the American Medical Associa- 
tion between 1934 and 1939. 

Those pediatric departments which fail to give adequate 
training in such important categories as care of newborn infants 
and contagious disease should take steps to rectify these 
deficiencies. In some instances the fault lies in the lack of 
available clinical material. In many cases the major defects 
could be overcome by administrative reorganization. In some 
schools there are an insufficient number of hours allotted to 
pediatrics. In others the hours are offered but are poorly 
distributed. In other schools there should be a careful review 
of the area of responsibility of different departments. This is 
especially necessary with regard to the proper integration of 
training in the care of the newborn infant between obstetrics 
and pediatrics. 

Not infrequently increase in the size of the pediatric staff 
would be necessary before it could undertake an appreciable 
increase in the teaching load. In some instances this would 
necessitate more teachers on a full time or near full time basis, 
which would of course entail a larger budget. Many times, 
however, the necessary increase in staff could be obtained by 
proper cultivation of well trained local practicing pediatricians. 
In other cases it could be accomplished by stimulating recent 
graduates to practice in the community by offering teaching 
appointments. A strong resident staff can carry a major share 
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of small group instruction. With the present great demand for 
pediatric residency appointments, a number of hospitals could 
readily augment this group with great benefit to the under- 
graduate and intern teaching program. 

Orphanages and other homes for the custodial care of children 
offer fertile soil for the milder contagious diseases and other 
epidemics. Through affiliation with such institutions both house 
staff and students can obtain valuable experience in this field, 
which is so often curtailed. 

It should be the aim of medical education to produce physicians 
at graduation who have had a thorough preparation in the 
basic medical sciences and an opportunity to observe and par- 
ticipate in the application of this knowledge in the various fields 
of medical practice. These ends have been achieved in full 
measure by many medical schools. With proper support and 
planning, they can, in the near future, be attained by all. 


DISCUSSION 


Dr. Witsurt C. Davison, Durham, N. C.: Dr. Mitchell’s 
paper emphasizes that pediatricians should spend more time in 
training for general practice. After all, the majority of child 
care in this country is carried on hy general practitioners. 
Pediatric departments should stress the training which the 
general practitioner should have, rather than to spend, as many 
pediatric departments do, most of their time in the training of 
pediatricians. That training of pediatricians should be merely 
a by-product. In North Carolina 3 per cent of our physicians 
are pediatricians, and yet the survey of the American Academy 
of Pediatrics showed that only 7 per cent of the children were 
taken care of by pediatricians. 

It has been difficult, as Dr. Mitchell pointed out, to decide 
whether it is safer to allow a number of students in the nursery 
or let them go out and practice without knowing anything about 
care of newborn infants. That problem has been solved in 
many medical schools, including our own, by abolishing the 
nursery. Right after delivery the children are placed in the 
bassinet along side the mother’s bed or in an open ward if 
there are three or four mothers; not only does it avoid nursery 
infections but it allows the pediatric or obstetric student to 
become thoroughly familiar with problems of the newborn 
infant, and, also, it enables the mother to learn something 
about the care of her child. European hospitals do not have 
nurseries. Dr, Hess, one of the oldest pediatricians I know, 
said that when he started practicing there were no nurseries 
in the country. In order to keep this relationship with care 
of the newborn infant before the house staff, whenever delivery 
is scheduled a pediatric intern is there, and if the mother is 
known to be an Rh-negative possibility we have agglutinin 
ready, and the blood bank team is ready for replacement 
transfusions. One point which Dr. Mitchell did not bring out 
is that there should be much closer correlation between pediatrics 
and psychiatry. This was an unintentional omission, because 
he knows that a knowledge of child behavior problems by 
faculty and students is of great help. Our students participate 
as interns, under supervision, for a three month period in their 
senior year. They take active part in nursing problems, dietetic 
problems, changing diapers, and they learn how to give bottles. 
To carry on this program, the pediatric time should be as late 
as possible in the senior year, preferably in a block of two or 
three months, because the later one can place it the more 
training the students will have had in medicine, surgery, 
psychiatry and so on, and it allows pediatrics to correlate this 
previous training. We have gone one step further. Through 
the cooperation of three excellent general practitioners in 
North Carolina, we arranged an elective by which students 
go with these men for one or two weeks. Invariably they come 
back with a far better training than they would have had in 
the corresponding time in a pediatric hospital. Another way in 
which we have improved pediatric training is by giving members 
staff appointments. One has pediatrics under biochemistry, 
another one pediatrics in allergy, with the idea of bringing 
together an integration of these various fields in the pediatric 
problem. Hospital training in pediatrics, as Dr. Mitchell pointed 
out, is defective. In the two years of a mixed or rotating 
internship, with a half-year each of pediatrics and obstetrics, 
the six weeks or less which graduates get in intern years is of 
little use. The residents in charge encourage the men to stay 
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on and become trained as specialists rather than go through 
this rotation. If the specialty boards would require a two year 
mixed service as a prerequisite for specialty training, we could 
get more men into general practice. I should like to speak of 
refresher training in pediatrics. Of the many refresher courses 
given throughout the country, perhaps one of the best was started 
in 1914 when half a dozen pediatricians who liked to spend 
the summer in the town of Saluda invited the general practi- 
tioners from the surrounding states to come to a small children’s 
summer hospital there, and they took turns giving lectures. 
The real benefit that the general practitioners had was that they 
sat around for ten days and had a chance to talk and think 
pediatrics. Last summer about two hundred physicians from 
North and South Carolina, Tennessee and Georgia came up 
there. As a result of that program there is a far higher standard 
of pediatric care among general practitioners in that area than 
there is in many other parts of the United States. 

Dr. CHartes F. McKHANN, Cleveland: That 75 per cent of 
medical care in children in this country is rendered by men 
who have had only inadequate training in medical schools, and 
who have acquired further information by brief internships, 
presents a serious problem. Three possible solutions arise. One 
is to improve the undergraduate training in this field. It seems 
to me more feasible to do this than to attempt to control the 
quality of the internships. Filling internships, however, soon 
is going to present a serious problem to hospitals, and if twice 
as many places exist as there are candidates to fill those places 
the students who have come to their deans must be advised to 
select the better places. This means that the poorer places 
must improve their services or do without interns. This already 
is happening, not only in internships but in residencies, and 
I think it will soon happen in the field of pediatric residencies. 
The better pediatric institutions, at present closed to interns, 
should make some arrangements to have intern training. The 
point that Dr. Davison made, that most of the men who come 
into an accredited pediatric service as part of a rotation stay 
on to become pediatricians, is a real problem. We try to save 
two places each year on our service for men who are aiming 
toward general practice. This is not many, about six men a 
year having training, because we have these men for four 
months each. The problem comes at the end of their year of 
rotation, to keep them from becoming specialists. 

The other situation is the establishment of a satellite hospital 
system. As a member of the American Board of Pediatrics I 
look at it from this angle. Sending men out from accredited 
services to satellite hospitals for any considerable period results 
in a dilution of the service in the accredited hospital. In my 
opinion it is better to bring the men from the satellite hospitals 
to rotate through the center. Lastly, everybody underestimates 
the impact of medical investigation in the field of pediatrics. 
The two largest groups of causes of deaths in infants and 
children are being brought rapidly under control; namely, 
gastrointestinal disease and pulmonary disease. In 1935 and 
1936 the hospital I was associated with admitted 600 children 
with pneumococcus pneumonia. Today we do not admit enough 
of these patients to show 1 case to students. Scarlet fever is 
rapidly getting into the same situation. Every hospital should 
have an isolation setup so that it can handle the types of patients 
who will remain from this rapidly disappearing group of com- 
municable diseases. Although pediatricians or general practi- 
tioners have had this rather short service in the field, they can 
do things more effectively than could a pediatrician, regardless 
of how adequate or how thorough was his training, ten or 
twelve years ago. Our school is one of those that do not have 
any of these lacks that Dr. Mitchell spoke about. We had one 
at the time the survey was made, but it has since been remedied. 
We are one of the schools which give among the largest number 
of hours to the training of students in pediatrics. If the next 
ten years shows as much progress in the prevention and treat- 
ment of disease in children as have the last ten years, perhaps 
we will give up about a third of our time rather than seek 
more training for our medical students in pediatrics. 


Psychiatry in Undergraduate Medical Education 


Dr. Witt1AM MALaAMup, Boston: This paper was published 
in Tue JourNAL, May 7, page 1. 
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DISCUSSION OF DR. MALAMUD’S PAPER 

Dr. S. Mipp.eton, Madison, Wis.: If we followed 
carefully the thesis as given to us, it is apparent that Dr. 
Malamud has put his finger on a sensitive point in regard to 
the preparation of the student for medicine. With the pressure 
of the sciences of chemistry, biology and physics, not only have 
the humanities been blotted out, but with a changing social 
complexion we have likewise given no heed to sociology, to 
economics or psychology. If we are to read the lesson from this 
text, it is well that we should go back to the sources and 
attempt to remedy these deficiencies. In the development of 
this topic, there is a strong emphasis on sequence through 
the four years of medicine. The strongest, I think, is the 
development of the interview technic. If, in the second year 
of medicine, in the course of history taking, the student is 
advanced one step further to the interview method of psychiatry 
history, we will have indeed contributed to his clinical develop- 
ment. Turning to the opposite side of the picture, if I admit as a 
clinician that 85 per cent of all patients who come to see me 
have some psychologic problem, I will grant there is need for 
great stress in this area of medical education. Furthermore, 
the general practitioner will take care of 85 per cent of these 
85 per cent of human ills with psychologic problems. I would 
challenge Dr. Malamud’s statement that the general practitioner 
would merely lance an abscess or amputate a part without having 
in mind the family that he is treating, the individual psychology, 
the economic impact of that particular event. Eventually he will 
integrate into his total picture a true psychologic approach to the 
patient’s problem. In other words, in the general practitioner, the 
family counselor of today, we have integrated by experience rather 
than by exact discipline such a manner of approach as he would 
have for the product of his particular system. In medical 
education we are interested in evolving technics, methods, dis- 
ciplines. Principles alone can last, and to this particular program 
we must give due weight concerning the principles which are 
involved. One may take the several years and the steps and 
stages that have been evolved by Dr. Malamud and apply them 
in the concrete example of the student’s time. However, we 
must settle once and for all what we expect to turn out at 
the other end of the mill. I would question whether we would 
expect to turn out a man who was even incompletely trained 
in the psychoses. Too much of the error of psychiatric training 
in the past has resided in this jargon, in this mystic realm 
of psychiatric nomenclature. I believe there is definite movement 
away from that in the thinking of such a program as Dr. 
Malamud outlined, but we must be ever mindful that the theme 
is the rediscovered man as a whole. I have been teaching 
for thirty-six years and I thought I had always taught man 
as a whole. Last year, in San Francisco, one of my old students, 
Carl Menninger, rediscovered “man as a whole.” They are 
simply playing with words. As general practitioners, as 
internists, through all of this past generation we have been 
dealing with the person as a whole; we have not lost sight 
of the impact of society on his problems, but in the newer 
concept of psychiatry, coming in by a circuitous path, we have 
a better approach in a finer discipline. I would not belittle the 
program that has been outlined, because it promises to the 
medical student a distinctly improved discipline of approach. 
However, I have a suggestion that perhaps of necessity we 
have used as an expedient at Wisconsin. Our first year students 
are taught medical psychology; in the second year they are 
taught psychologic pathology, and then, in addition to their 
routine exposure in psychiatry in the third and fourth year in 
medicine, and eventually in the several other subjects, we hope 
to have persons especially trained in psychiatry who are pri- 
marily internists, surgeons, obstetricians, and so on. In this 
fine outline of a program for psychiatric training of under- 
graduate medical students Dr. Malamud has sounded the 
advance. I believe it is a substantial improvement over anything 
we have generally throughout the country, and is distinctly 
better than that which we have in Wisconsin. 

Dr. W. B. HeENpERSON, Oclwein, Ia.: I should like to 
reemphasize the importance of psychiatry and pediatrics. I 
make a practice of addressing every prospective mother by 
her first name. Certainly no one knows the patient better 
or more intimately than the obstetrician. I wonder whether or 
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not the original method of teaching the medical student by 
having him accompany the practitioner is not a good idea. Why 
cannot the sophomore and junior medical student during the 
summer come to the smaller communities and be in the hospital 
there? lf there is a way that these smaller hospitals could 
be utilized in teaching the medical student it would be ideal. 


Dr. MaLamup: I tried to stress in my paper that what we 
want to give these students is exactly what the general prac- 
titioner has developed by bitter experience after he has 
graduated from medical school. Certainly they were the ones 
who taught us psychiatrists what this type of psychiatry that 
I tried to present in my paper should be like. I did not stress 
giving students a great deal on psychoses or some of the 
intriguing morsels about psychoneuroses, but what I wanted 
them to learn is exactly what the general practitioner has 
learned during years of practice. It has been systematized by 
experimental work which has been done during the last 
twenty-five years. I agree with Dr. Middleton, that in the 
third and fourth year an attempt should be made to use as 
much as possible the internist, the surgeon and the pediatrician 
in teaching psychiatry to the medical students. For the time 
being we have to do it, but the time will come when enough 
of the surgeons, internists and pediatricians will have learned 
psychiatry from us psychiatrists, and then we will be able to 
teach psychiatry in a proper manner. 


FEDERATION OF STATE MEDICAL BOARDS 
OF THE UNITED STATES 


FEBRUARY 7—EVENING 


Observations of Medical Conditions in Europe 


Dr. R. L. SeNsENIcH, South Bend, Ind.: The medical 
situation in Europe has deteriorated tremendously. In Germany, 
even before the recent war, conditions had deteriorated. Part 
of this was a result of Hitler’s preparation for war and the 
fact that young men were admitted to medical school without 
the training which had been required in preparation for the 
medical course. At present there are a sizeable number of 
physicians in Germany fully licensed to practice, whose prep- 
aration is not equal to a high school education and whose 
medical training was equally deficient. They were licensed 
to provide a larger number of physicians to be in readiness 
for the war. These men are a problem at this time. Men are not 
selected for medicine. There is no examination on admission. 
Anyone who desires to be a physician must be admitted to 
school provided there is an opening and an opportunity for 
that training. At the end of the second year an examination 
is given. The student then finishes the rest of his training 
and at its conclusion is privileged to practice without examina- 
tion. I had an opportunity to talk to the doctors in each of 
the medical centers. 

A person is licensed to practice in a given community. This 
Niederlassung is unfortunately tinctured by political controls. 
Without examination of any kind the person applies and is 
given permission to practice in a particular location. 

Two agencies have to do with the conduct of professional 
activity. One is the Arzte Kammer. It is not scientific; it is 
a union of the profession to protect itself against government 
encroachment. Then there is the regional licensing board, and 
between the two is the governmental agency from which 
physicians receive their pay for the things which are done 
under the Krankenkasse. This is true also in Austria. 

The individual is dependent for about 60 per cent of his 
income on insurance. At the conclusion of a service he bills 
this intermediate organization, and they in turn collect from the 
government to pay him. 

The representatives of the many nations in the World Medical 
Association were agreed on certain principles. and they were 
enthusiastic about the principles with the exception of two, 
one of which was that any social security or insurance plan 
must be open to the participation of any licensed physician. This 
they felt would destroy them. To that the suggestion was made, 
Why do you not cancel out all existing licenses, and begin 
over by examining each individual, not by an extensive medical 
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examination but by an investigation of their training back- 
ground and experience, and then determine that the men of 
experience and training should be licensed, and require that 
those not sufficiently trained do additional training so they will 
be qualified and maintain medical standards? 

There are constantly entering into the British and the Amer- 
ican zones men who escape from the Russian area who have 
had proper training and experience and who are as well qualified 
to practice as are those there now but who, permitted to practice, 
will increase the number of physicians so greatly under the 
Niederlassung that they say, “We can’t possibly have that.” 
That is the situation confronting them on a licensure basis. 

At that time the individual physicians were receiving about 
eight reichmarks per month per individual on the panel and 
they were permitted to have 1,500. As the physician was required 
to take care of the dependents of those family heads, he had 
a sizeable number who had to be taken care of within the yield 
of this panel. We found that the best physicians, under ordinary 
circumstances, had about $300 to $400 a month for a three month 
period with which to take care of all these families and their 
dependents. They received the equivalent of about 40 cents per 
house call. For obstetrics they received 30 marks, or about $3; 
for an appendectomy 30 marks; for setting a fracture 30 marks; 
for an extensive chest operation 50 to 60 marks; in addition to 
this, the surgeon might accept from a patient 100 marks at 10 
cents per mark, or an equivalent of $10, purely as a voluntary 
offering on the part of the patient. 

What can be done for these people? We informed them we 
were not there to encourage or to press for any changes in 
their local governments as they wished them. We were there 
to encourage them to come to higher levels and to bring 
medicine above the political structure and above the economic 
distress in which it presently is found, and to try to get them 
to think of the best possible medical service, and then to try 
to establish that kind of program which would make it possible 
of attainment. We met with the outstanding doctors in the 
area and were much encouraged to find them beginning to 
think a little above their present distress level. 


FEBRUARY 8— MORNING 
Dr. Earte G. Jounson, Grand Island, Neb., Presiding 


Address of the President 


Dr. Earte G. Jonnson, Grand Island, Neb.—Dr. Johnson 
pointed out that the medical examining boards comprise the 
only group that safeguard the respective states in the licensing 
of properly qualified applicants to practice the healing art. He 
suggested an American Board of Preventive Medicine and 
Public Health equal in rank to the other American boards as 
the qualification essential to those laboring in this field of 
medicine. He recommended the enactment of a resolution by 
the federation against state or socialized medicine; also that 
the federation take action to support a step to make more 
attractive to young physicians the military services of the 
United States and to encourage volunteers for such service in 
greater numbers. Dr. Johnson discussed the plight of the 
displaced physicians who have recently come to this country 
from abroad, pointing out that many of them are older graduates 
of foreign schools at a time when training in those schools 
compared favorably with our own of the same date; he advised 
a further study of this problem and some immediate recom- 
mendations for alleviation of it. He pointed out that all of 
the basic science boards except those of Florida, Michigan, 
South Dakota and Washington have discretionary power to 
issue a certifiicate in the basic sciences without an examination 
to those presenting satisfactory evidence of having passed an 
examination in the basic sciences before a board authorized 
to issue licenses to practice in any state or territory of the 
United States, and that if such discretionary power could 
prevail it would facilitate the interchange of physicians from 
one state to another and relieve much of the delay and conflict 
in medical licensure that now exists. Dr. Johnson also recom- 
mended that the federation support the efforts of the American 
Medical Association and other organizations to complete a 
worldwide evaluation and classification of medical colleges. 
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Medical Education in Denmark, Norway and Sweden 


Dr. Avsert B. Sabin, Cincinnati: In 1947 I went to Denmark 
to attend the International Microbiological Congress and 
attempted to obtain information pertaining to medical education. 

Denmark, with a population of 4,000,000, has one medical 
school in Copenhagen and a partial school in Aarhus in which 
students can obtain most of their preclinical subjects and part 
of their clinical studies but must go to Copenhagen to complete 
their studies. In 1944 the total number of physicians licensed 
in Denmark was 165. The average age of students on admission 
is eighteen years. Duration of university studies is seven to eight 
years, and after the completion of these studies there is a com- 
pulsory internship of one year before a physician can be 
licensed for full practice. In Sweden, with a population of 
6,800,000, there are three medical schools and an additional 
school is projected in Gothenburg. The duration of university 
studies is eight to nine years, which includes about one years’ 
work which would correspond to one year’s rotating internship, 
and the internship is thus included in the university studies. 
Norway, with about 3,100,000 population, has only one medical 
school, at Oslo, but there is one projected at Bergen. The 
university studies are shorter than in any of the other Scandi- 
navian countries, six to seven years, and no internship is 
required. 

In Denmark, the premedical part of the study is only one 
year, in Sweden only half a year and in Norway only one year. 
Their preclinical studies extend over a period of three years 
in Denmark, two and a half years in Sweden and two years in 
Norway. The strictly clinical years are three years in Denmark, 
which does not include the internship, five years in Sweden, 
which does not include the internship, and three years in Norway, 
where there is no internship. 

In the clinical years, whereas American medical students 
spend two years, students in Denmark spend three years, 
students in Sweden spend four years and students in Norway 
spend three years covering the same subjects. These studies 
include for the most part practical work not only on the wards 
in medicine and surgery but all the specialties as well. Most 
of the teaching is bedside, and there are many lectures during 
this period, especially in Denmark, where education is regarded 
as free. A student can attend the lectures or not as he pleases. 
The same thing would appear to be true in the other countries. 

The teaching is done in hospitals which, at least in one 
instance, are predominately under university control. In Den- 
mark there is the Riggs Hospital, which has been in existence 
since 1910 and some of which is now outmoded, which con- 
stitutes the chief hospital for clinical teaching. However, they 
have a number of so-called extraordinary professorships, in 
which the chiefs of service in various other hospitals also have 
small groups of students who are taught particularly in the 
specialties. In Sweden, the hospitals are not only those of 
the Karl Institute, which is perhaps one of the finest teaching 
hospitals in the world, also new hospitals which the city 
of Stockholm has built and which compare favorably with 
some of the finest hospitals in the United States. The hospitals 
in Upsala also are of the highest order. 

Regarding licensure, in Denmark when they finish the 
university studies they obtain a limited certificate. They receive 
the degree with which a person can assist the physician, can 
serve an internship, can substitute for a short time but cannot 
practice medicine. After he has spent an additional year, of 
which at least one month must be in obstetrics and the remainder 
in medicine and surgery, he can get a full certificate which 
permits him to practice medicine, but most doctors at that time 
feel the necessity of continuing further studies. There are no 
examinations by the state. When the hospital says that he has 
finished satisfactorily and when the university says that he has 
finished his studies satisfactorily, the National Health Service 
gives him his certificate. In Sweden, the university degree 
received by the student at the end of eigitt and one-half to nine 
years is licentiate in medicine, and this automatically confers 
on him a license. There are no further examinations. In Norway 
persons graduated from the university can practice immediately. 

The M.D. degree is a special requirement which takes two 
to three years of additional studies and requires a thesis. It 
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Po ag costs a student almost $1,000 to $2,000 to publish his 
esis. 

In Denmark it takes five years of special study before one 
can be recommended by the Board of Specialists. In Sweden 
it requires three to five years. In Denmark the first two years 
must be spent in subjects in which the student will not ulti- 
mately specialize and the last three years are spent in his 
specific field. When the Board of Specialists certifies a person 
the National Health Service automatically approves him. These 
countries are aware of the importance of refresher courses for 
general practitioners. 

About one fourth of the medical students are women. The 
number of scholarships and donations is hopelessly inadequate, 
considering the number of worthy applicants, and the question 
of some form of student salary furnished by the state has been 
raised in some quarters. The students’ timetable is full, so there 
is little chance of earning money and little opportunity to take 
part in general life. 

Medical education in the Scandinavian countries is superior 
to that in any other country. However, it may look to the 
United States for certain aspects of education because of the 
possibilities for improvement. Is it wise to raise every doctor 
as if he were going to be a medical researcher rather than a 
general practitioner? 


Medical Education in Poland and Finland 

Dr. Eucene B. Ferris Jr., Cincinnati: The purpose of my 
trip to Poland and Finland was a teaching mission organized 
by the Unitarian Service Committee and the World Health 
Organization. It consisted of seven other American physicians 
and surgeons, in some phases of the trip, from Czechoslovakia, 
Switzerland, England and Sweden. We had an opportunity to 
live fairly close with these physicians and thereby get informa- 
tion about the situation in those countries. 

We spent six weeks in Poland, where we were allowed 
freedom to see and do what we pleased. Poland, which is at 
the border of Eastern and Western culture, has been a battle- 
ground between the East and the West for centuries. Before 
the last war it was essentially a feudal state. Medicine was 
almost completely morphologic and aristocratic in its orientation. 
With the occupation of the Germans there was begun a systematic 
program of extermination, and some 4,000,000 Jewish Pcles and 
a larger number of non-Jewish Poles were exterminated. The 
basic philosophy of the Germans was that the Jews and the 
Poles were inferior races, meant only for labor. Of 13,000 
physicians, only 7,000 remained after the war; 2,500 of 3,700 
dentists lost their lives, and 2,000 of 5,500 pharmacists. Partially 
or completely destroyed were 400 of 667 hospitals, 7 out of Y 
nursing schools, 4 out of 5 schools for midwives, 29 out of 45 
tuberculosis sanatoriums, and 24 out of 25 spas. Nearly all 
laboratory and x-ray equipment was moved out of the country. 
Public health suffered as a result. In a partial survey of Warsaw 
just after the war some 25 per cent of the people given roentgen 
examinations had open tuberculosis. Syphilis and gonorrhea 
were rampant, and typhus took some 100,000 persons in the 
Jewish Ghetto alone over a period of two and a half years 
during the occupation. 

Poland is thus faced with the problem of training 7,000 
physicians in addition to the usual quota of about oUU per year. 
The schools are greatly understaffed, but the professors and 
those teachers available are of high caliber. In July 1948 the 
medical faculties at five university centers had already been 
reconstituted and three medical academies were organized in 
areas outside university centers, giving them eight completed 
staffed medical schools. A great deal of teaching is of the 
didactic type, but this is compensated for somewhat by the 
fact that after five years of medical school each student must 
complete two additional years of supervised medical practice 
in hospitals or rural health centers before being licensed to 
practice. 

The entire medical curriculum has been revised recently to 
meet present needs. Before the war each department was 
independent of other departments in teaching and practice 
methods. The deanship was rotated biyearly among the pro- 
fessors. The new organization calls for a full time dean with 
definite authority to coordinate and integrate the teaching. 


Applicants to medical schools must meet certain basic 
intellectual requirements, but beyond this about 50 to 60 per 
cent must come specifically from various segments of society, 
such as the peasant group, the laboring group, government 
workers and professional men. About 50 per cent of the present 
students are women, In the new program less time is given to 
anatomy and more to the social sciences and to the social and 
preventive aspects of medicine. Medicine is almost entirely 
controlled by the government; yet a considerable amount of 
private practice still takes place. Salaries are so low that 
teachers and physicians must supplement them by either prac- 
ticing on the side or holding two jobs. 

The hospitals are operated by the Ministry of Health and 
the medical schools by the Ministry of Education. Thus the 
teaching hospitals are assigned twice the number of medical 
personnel as are the nonteaching hospitals, half being paid by 
the Ministry of Health and half by the Ministry of Education. 
Likewise, the Ministry of Education pays for and assigns to 
the preclinical departments and premedical departments the 
same relative amount of teaching personnel as it does to the 
clinical departments. This in effect will tend to strengthen 
the preclinical departments in the future. 

At the moment public health and preventive and the social 
aspects of medicine seem to take precedence over individual 
patient attention. Already typhus and typhoid are under control. 
Both syphilis and gonorrhea have been brought under control 
by mass methods of case finding and chemotherapy. The sana- 
toriums are being rebuilt and constructed at a rapid pace. All 
newborn children are being given routine vaccinations with 
BCG, and a program of mass case finding by roentgen ray is 
well under way. 

One came away from Poland thinking less about the medical 
curriculum and more about the superb spirit of the Polish people 
and the drive with which Polish medicine is rehabilitating itself 
despite the blows of the past and a subtie but ali-pervading fear 
and uncertainty of what the future may bring. 

Finnish medicine contrasted in many ways with what we 
experienced in Poland. The Finns within two and a half years 
practically assimilated some 300,000 Karelians, representing 
one tenth of the entire population, who moved over to Finland 
when Russia annexed the Karelian Isthmus. 

The majority of the medical staff spoke English and had 
a general outlook not unlike our own. Until the end of the 
war there was only one medical school at the University of 
Helsinki which turned out eighty medical graduates per year. 
They plan to graduate an additional forty students per year 
for the next ten years and have already created another medical 
school at Turku, which will concentrate on the last three years 
of the five year course. The premedical curriculum is essentially 
the same as that of the other Scandinavian countries. Medicine 
in Finland is influenced at present by Scandinavian medicine. 

The University of Helsinki is an excellent medical school 
with facilities which excel those existing in a number of 
American medical schools. Facilities for clinical teaching are 
unsurpassed. Like many European schools, the various depart- 
ments tend to be isolated from one another and the curriculum 
suffers from an excess of didactic lectures and inadequate tutorial 
supervision. Although 2 great deal of clinica! research is going 
on, it is in the main of the descriptive type with little basic or 
physiologic oriented research. Teaching is directed primarliy 
to the training of general physicians. Specialization is not so 
highly developed. However, the Finnish graduates are doing 
an excellent job of medical practice and a great deal of this 
success is due to the healthy attitude of the physician to the 
patient as a human being. This attitude is reflected not only 
in medical teaching and practice but in the architectural and 
functional planning of the hospitals and in their administration. 


Licensing of Foreign Medical Graduates in the 
United States 
Dr. CreicHton Barker, New Haven, Conn.: This paper 
was published in THe JourNaL, May 7, page 10. 
The British National Health Act 


Dr. Morris FisHpein, Chicago: This paper was published 
in THe JourNnaL, March 5, page 639. 
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Medical Examinations and Licensure 


COMING EXAMINATIONS AND MEETINGS 


NATIONAL BOARD OF MEDICAL EXAMINERS 
NATIONAL Boarp oF MeEpiIcat EXAMINERS: Parts I and II. Various 
Centers. June 20-22, Sept. 12-14. Part III. June, various centers. 
Exec. Sec., Mr. E. S. Elwood, 225 S. 15th St., Philadelphia 2. 


EXAMINING BOARDS IN SPECIALTIES 
AMERICAN BOARD OF ANESTHESIOLOGY, Inc. Written. Various Cen- 
ters. July 15. Oral. Oct. 16-20. Sec., Dr. Curtiss B. Hickcox, 745 Fifth 
Ave., New York 27. 


AMERICAN Boarp oF INTERNAL MeEpIciNneE: Oral, Philadelphia, June 
1-3. Written. Oct. 17. Asst. Sec.-Treas. Dr. W. A. Werrell, 1 Main 
St., Madison 3, Wis. 


AMERICAN BOARD OF NEuROLOGICAL SuRGERY: Oral. Chicago, June 
1949, Sec,, Dr. W. J. German, 310 Cedar Street, New Haven, Conn. 


AMERICAN Boarp oF OputHatmoLocy: Oral. New York, June 11-15; 
St. Louis, Oct. 15-19; Boston, December. Sec., Dr. S. J. Beach, 56 Ivie 
Rd., Cape Cottage, Maine. 


American Boarp oF Ortnoparpic SurcERy. Part II, New York 
City, jan. 1950.: Final date for filing application for Part II is Aug. 15. 
Address: Dr. Francis M. McKeever, 1136 W. 6th St., Los Angeles 14, 
Calif. 


AMERICAN Boarp oF OrotaryNnGoLoGcy: Chicago, Oct. 4-7. Sec., 
Dr. D. M. Lierle, University Hospital, Iowa City. 


American Boarp oF Pepratrics: Written. Under local monitors, 
June 24. Oral. Cleveland, Sept. 16-18; New York City, Oct. 21-23; 
Chicago, Dec. 9-11. Sec., Dr. John McK. Mitchell, 6 Cushman Road, 
Rosemont, Pa. 


American Boarp oF Puystcat Philadelphia, June 4-5. 
Sec., Dr. R. L. Bennett, 30 N. Michigan Blvd., Chicago. 


American Boarp oF Piastic SurGcery: Examinations are given in 
June and November of each year in the home town of applicants. Sec., 
Treas., Dr. Louis T. Byars, 400 Metropolitan Bldg., St. Louis, Mo. 


AMERICAN BOARD OF Psycitiatky aNnbD Nevurorocy, Inc. Special 
Examination, October. Place to be announced. Final date for filing appli- 
cation is July 15. December, New York City. Sec. Dr. F. J. Braceland, 
102-110 Second Ave., S.W., Rochester, Minn. 


AMERICAN Boarp oF RapioLtocy. Atlantic City, June 2-4. Sec., 
Dr. B. R. Kirklin, 102-110 Second Ave., S.W., Rochester, Minn. 


AMERICAN Boarp OF SuRGERY: Written. Various Centers, October 26. 
Final date for filing application is July 1. Sec., Dr. J. Stewart Rodman, 
225 S. 15th St., Philadelphia. 


AMERICAN Boarp oF Urotocy: Written, December. Oral and Clini- 
cai. Chicago, Feb. 11-15. Final date for receipt of case histories is Sept. 
1, 1949. Sec., Dr. Harry Culver, 7935 Sunnyside Road, Minneapolis 18, 
Minn. 

BOARDS OF MEDICAL EXAMINERS 

AraBaMA: Examination. Montgomery, June 28-30. Sec., Dr. D. G. 

Gill, 519 Dexter Ave., Montgomery. 


Arxansas:* Little Rock, June 9-10. Sec.. Dr. L. J. Kosminsky, 
Texarkana. Eclectic. Little Rock, June 9-10. Sec., Dr. C. H. Young, 
1415 Main St., Little Rock. 


CALIFORNIA: Examination. San Francisco, June 21-23. Sec., Dr. 
Frederick N. Scatena, 1020 N St., Sacramento. 

Cotorapo: * Examination. Denver, June 20-22. Sec., Dr. W. W. 
King, 831 Republic Bldg., Denver. 

Connecticut: * Examination. Hartford, July 1. Secretary to the 
Board, Dr. Creighton Barker, 258 Church Street, New Haven. 

DELAWARE: Dover, July 12-14. Sec., Dr. J. S. McDaniel, 229 South 
State St., Dover. 

Fiorina: * Examination, Jacksonville, June 26-28 Dr. 
Frank D. Gray, 12 N. Rosalind Ave., Orlando. 

Grorcia: Examination. *, une 8-9, Atlanta and Augusta. Reciprocity, 
Atlanta, June. Sec., Mr. R. C. Coleman, 111 State Capitol, Atlanta. 

Guam: Endorsement. Agana, Last Friday of each month. Sec., Capt. 
C. K. Youngkin, Dept. of Public Health, Guam. of F.P.O., San Francisco, 
Calif. 


Hawatt: * Examination. Honolulu, July 11-14. Sec., Dr. S. E. 
Doolittle, 881 S. Hotel St., Honolulu. 

Ipano: Boise, July 11-13. Sec., Miss Estella S. Mulliner, Bureau of 
Occupational Licenses, 355 State House, Boise. 

Chicago, June 28-30. of Registration, Mr. 
Fred W. Ruegg, Capitol Building, Springfield 

Inp1ANA: Examination. Indianapolis, June a0 Sec. Board of Medi- 
a a and Examination. Dr. Paul R. Tindall, 416 K. of P. Bldg., 

ianapolis 


Iowa: * Aneuinatin, lowa City, June 13-15. Sec., Dr. M. A. 
506 Fleming Bldg., Des Moines. J 4 mae 


Kansas: nanans, Cy, June 1-2. Sec., J. F. Hassig, 905 North 7th 
St., Kansas City, Kans. 


AND LICENSURE 
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Kentu Examination. Louisville, June 15-17. Sec., Dr. Bruce 
"620 S. 3rd St., Louisville 2. 
Louisiana: New Orleans, June 6-8. Sec., Dr. Roy B. Harrison, 
1507 Hibernia Bank Bldg., New Orleans. 


Maine: Augusta, July 5-6. Sec., Dr. Adam P. Leighton, 192 State 
St., Portland. 

MaryLanp: Examination. Baltimore, June 21-24. Sec., Dr. Lewis P. 
Gundry, 1215 Cathedral St., Baltimore. Homeopathic. Baltimore, June 
14-15. Sec., Dr. John A. Evans, 612 West 40th St., Baltimore. 

MassacuuseETts: Written. Boston, July 12-15. Sec., Dr. George L. 
Schadt, 413 E. State House,. Boston. 

Micuican:* Written. Detroit and Ann Arbor, June 13-15. Sec., Dr. 
J. Earl McIntyre, 203 Hollister Bldg., Lansing. 

MINNESOTA:* Minneapolis, June 21-23. Sec., Dr. Julian F. DuBois, 
230 Lowry Medical Arts Bldg., St. Paul 2 

Mississippi: Jackson, June 21-22. Asst. Sec., Dr. R. N. Whitfield, 
State Board of Health, Jackson. 

Missouri: Examination. St. Louis, May 30-31 and June 8-10. Exec. 
Sec., Mr. John A. Hailey, Box 4, Jefferson City. 

MontTANa: — Oct. 3-5. Sec., Dr. Otto G. Klein, First National 
Bank Bldg., H 

Nepraska:* Examination. Omaha, June Dir., Bureau of 
Boards, Mr. Oscar F go 1009 State Capital Building, Lincoln 9 

New HAMPSHIRE: a Sept. 8-9. Sec., Dr. J. S. Wheeler, 107 
State House, Concord. 

New Jersey: Examination. Trenton, June 21-24. Sec., Dr. E. H. 
Hallinger, 28 West State Street, Trenton 8, 

New York: Albany, Buffalo, New York and Syracue, June 28-July 1, 
Sec., Dr. Jacob L. Lochner, 23 South Pearl St., Albany 

Caroiina: Examinati Raleigh, June 23-25. Sec., Dr. 
Ivan Proctor, 226 Hillsboro St., Raleigh. 

Nortu Dakota: * Written, Grand Forks, July 5-7. Reciprocity, Grand 
Forks, July 8. Sec., Dr. C. J. Glaspel, Grafton. 

Onto: Examination. Columbus, June 15-18. Endorsement, Columbus, 
July 5. Sec., Dr. H. M. Platter, 21 W. Broad St., Columbus. 

Oxtanoma: * Oklahoma City, 8-9. Sec., Dr. Clinton Gallaher, 
813 Braniff Bldg., Oklahoma City 

PENNSYLVANIA: Examination, Philadelphia and ee July. Acting 
Sec., Mrs. B. G. Steiner, 351 Education Bidg., Harrisburg. 

Puerto Rico: San Juan, Sept. 6-10. Sec., Dr. Luis Cis Coll, Box 
3717, Santurce. 

Ruope Istanp:* Examination. Providence, July 7-8. Chief, Mr. Thomas 
B. Casey, 366 State Office Bidg., Providence. 

Soutn Carouina: Examination. Columbia, ane Endorsement. 
Columbia, June 27-28, Aug. 1, Sept. 5 and Oct. 3. Sec., Dr. N. B. 
Heyward, 1329 Blanding St., Columbia. 

Sourn Daxota:* Examination. Pierre, July 19. Sec., Dr. G. J. 
Van Heuvelen, Capitol Bldg., Pierre. 

Texas: Examination. 16-18. Sec., Dr. M. H. Crabb, 
209 Medical Arts Bldg., Fort Worth 

Uran: Endorse Salt Lake May 25. Examination, Salt 
Lake City, July 13-15. Sec., Dept. of Registration, Miss Rena B. 
Loomis, 324 State Capitol Bldg., Salt Lake City. 

Vermont: Burlington, June 21-23. Sec., Dr. F. J. Lawliss, Richford. 


Vircinia: Examinaiion, Richmond, June 17-18. Reciprocity. Richmond, 
June 16. Dr, K. D. Graves, 631 First St., S.W., Roanoke. 


WASHINGTON: * ie July. Sec., Mr. Edward C. Dohm, Department 
of Licenses, Olym 


Wi ination. Milwauk 28-30. Dr. 


Wyrominc: Cheyenne, June 20. Sec., Dr. Franklin D. Yoder, Capitol 
Bldg., Cheyenne. 
Basic Science Certificate required. 
BOARDS OF EXAMINERS IN THE BASIC SCIENCES 
Avaska: Feb. 1950. Sec., Dr. C. Earl Albrecht, Box 1931, Juneau, 


Arizona: Tucson, June 21. Sec., Mr. Francis A. Roy, Science Hall, 
per of Arizona, 21. 


xapo: Examination. Denver, June 1-2. Sec., Dr. Esther 
1459 Ogden St., Denver. 
Connecticut: New Hav June Exec. Asst., State Board of 
Healing Arts, Miss Mary G. yee 4 Ho Whitney Ave., New Haven 10. 
Froripa; Examination, Gainesville, June 11. Sec., Mr. M. W. Emmel, 
University of Florida, Gainesville. J 


MINNESOTA: Minneapolis, June 7-8. 
105 Millard Hall, University of Minnesota, 


Orecon: Portland, June 18, Sept. 3 and Dec. 3. Sec., Mr. Charies D. 
Byrne, State Board of Higher Education, Eugene. 


Dakota: Vermill 3-4. Dr. G. M, E 
15th St,. Yankton. vans, 310 E, 


TENNESSEE: Manghie, July 8-9. Sec., Dr. O. W. Hyman, 874 Union 
Ave., Memphis 3 


WiIscon Mil ukee, 4, and 
Sept. 24 Dec. 3. Sec., Prof 


Dr. Ra 
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Medical Practice Acts: Evidence and Procedure in 
Reviewing Board’s Revocation Order.—The state depart- 
ment of health, on recommendation of the medical examining 
board, revoked the plaintiff’s license to practice medicine in the 
state of Connecticut. The order of revocation was sustained by 
the superior court, so the plaintiff appealed to the Supreme 
Court of Errors of Connecticut. 

The ig question presented by this appeal, said the Supreme 
Court of Errors, is whether the state medical examining board 
acted properly in determining and recommending that the 
plaintiff's certificate of registration to practice medicine and 
surgery should be revoked, since such a recommendation was 
mandatory on the state department of health. 

The original complaint against the plaintiff was made to the 
board by the commissioner of health and charged, on informa- 
tion and belief, that the plaintiff had treated Norman Dombris 
“in a fraudulent, dishonorable, unprofessional and incompetent 
manner.” Notice was given the plaintiff and he was summoned 
to appear before the board at a designated time for a hearing. 
Prior to the hearing, plaintiff’s counsel wrote the counsel for 
the board, asking for a more specific statement of the charges 
and received a “Summary of Complaint.” It stated that the 
plaintiff had operated on Dombris for a fissure and had charged 
$150, ultimately reduced to $125, which Dombris paid; that 
Dombris said “his bowels did not move for four days,” so he con- 
sulted another physician and surgeon and was told that he still 
had the fissure; that he was taken to a hospital where he was 
operated on, and that the charge made for that operation 
was $50 with an additional $12 for hospital visits. A hearing 
was subsequently held before the board, which voted to sustain 
the charge that the plaintiff treated Dombris “in a fraudulent, 
dishonorable, unprofessional and incompetent manner,” and to 
recommend to the state department of health that the plaintiff’s 
certificate of registration be revoked. In the recommendation 
submitted to the department of health, the board incorporated 
a statement that its action “was based on certain subordinate 
facts adduced from the testimony at the hearing” and detailed 
its conclusions as to the conduct of the plaintiff in this way: 
“Fraudulent treatment” in that he informed or implied to 
Dombris that he had corrected the diseased condition of the 
rectum when he had not done so; “dishonorable treatment” in 
that he had insisted on the payment of an exorbitant fee for 
services to be considered scarcely more than an office treatment ; 
“unprofessional treatment” in that throughout the treatment he 
had behaved in a manner not compatible with the established 
standards of medical professional conduct in this state; and 
“incompetent” in that his background and training did not 
justify his claim and statement that he was a specialist in the 
treatment of diseases of the rectum, that he did not precede 
the treatment with an enema and neglected to sterilize a specu- 
lum used by him in the operation, and that he did not perform 
the relatively simple procedure which was indicated for the 
relief of the condition in question and which when later followed 
by a skilful and competent surgeon resulted in its eradication. 
The plaintiff objected when, on the trial of the appeal, the 
recommendation of the board containing these statements was 
offered in evidence. 

The statute, said the Supreme Court of Errors, contains no 
requirement that the board shall make a finding of facts on the 
basis of which it acted. In similar cases of appeals from zoning 
boards, however, we have said that, while a finding of the facts 
on which the board acted was not required by the statutes, “a 
full and complete statement in the minutes of the board’s action, 
made with such particularity as to enable the court on appeal 
to clearly understand what was done, is highly desirable.” In 
this instance the board, instead of including in its minutes the 
grounds of its decision, incorporated them in the recommenda- 
tion it made. The statement was properly before the court to 
, enable it to understand the basis of the board’s action. 
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The basic claim of the plaintiff was that the decision of the 
board involved certain conclusions which no evidence offered 
at the hearing supported but which the board reached on the 
basis of its own understanding of the obligations of the plaintiff 
as a medical practitioner. 

The statutes, said the court, provide that the medical ¢xantin- 
ing board shall consist of five members, that the Connecticut 
Medical Society shali each year file with the governor the 
name of one physician practicing in this state whom it recom- 
mends as competent to serve on the board and that the governor 
shall appoint the person so recommended for a term of five 
years. In providing this method of appointment the legislature 
undoubtedly intended that the membership of the board should 
consist of men fitted by training and experience to perform the 
duties and responsibilities imposed on it. We would presume, 
the court continued, even if we did not know, that the men 
composing the board were themselves qualified to decide whether 
certain conduct of a physician or surgeon so derogated from 
professional standards as unreasonably to jeopardize the inter- 
ests of the public; and on that basis they were entitled to act. 
Where a court has been called on to determine the reasonable 
value of the services of an attorney, we have said: “Courts 
have a general knowledge of what would be reasonable com- 
pensation for services which are fairly stated and described. 
That knowledge they may apply in considering the testimony 
of experts on this subject. They will not be bound by the 
experts’ estimate.” The same principle applies to the medical 
examining board. Expert opinions of other physicians offered 
before it could have been disregarded by it, and from a prac- 
tical standpoint would in all probability have had little, if any, 
effect in bringing it to a decision at variance with its own con- 
clusion on the question whether or not the conduct of a prac- 
titioner had been compatible with professional standards or 
whether or not he was competent. With the facts of that 
conduct before it, the board was competent to determine such 
questions without hearing expert medical evidence. So in this 
case, as we must presume the members of the board to have 
been competent to determine the issues on the basis of their 
own knowledge and experience, we are confirmed in our con- 
clusion that it was not necessary that expert evidence should 
be offered before the board. 

This brings us to a consideration of the right of appeal from 
the board given by the statute, said the Supreme Court of 
Errors. The amicus curiae maintained that the court had 
plenary power to determine de novo whether the certificate 
should be revoked. On an appeal from an administrative 
board, we have repeatedly stated that the function of the court 
is to determine whether or not the board acted illegally. Under 
the division of powers between the branches of government 
provided in our constitution, administrative functions as such 
cannot be vested in the courts. The revocation of a certificate 
of registration granted to a physician and surgeon is just as 
much an administrative matter as is the original grant of it. 
Neither directly nor in the guise of an appeal can authority be 
vested in a court to determine on its independent judgment the 
question whether or not a certificate should be revoked; the 
court can act only in so far as judicial questions are involved, 
and it can review administrative action only so far as to deter- 
mine whether any illegality has entered into it. Where on an 
appeal the court hears evidence, it is solely for the purpose of 
determining that question. 

Under our procedure, one appealing from the action of an 
administrative board under a statute which does not otherwise 
provide may, if the record before the board does not sufficiently 
disclose the basis of its action, offer evidence before the court 
as to the facts and the court will act on the assumption that 
they were the basis on which the board reached its decision. 
On an appeal from the medical examining board, if no expert 
evidence was offered before it, the appellant may produce such 
evidence and the court would then test the decision of the board 
in the light of it. 

For these, and other, reasons the Supreme Court of Errors 
concluded that no error existed in the trial court’s finding and 
the judgment of revocation of the plaintiff’s license was accord- 
ingly affirmed. Jaffe v. State Department of Health, 64 A. (2d) 
330 (Conn., 1949). 
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AMERICAN 

_ The. Association library lends periodicals to members of the Association 
and to individual subscribers in continental United States and Canada 
for a period of three days. Three journals may be borrowed at a time. 
Periodicals are available from 1938 to date. Requests for issues of 
earlier date cannot be filled. Requests should be accompanied by stamps 
to cover postage (6 cents if one and 18 cents if three periodicals are 
requested). Periodicals published by the American Medical Association 
are not available for lending but can be supplied on purchase order. 
Reprints as a rule are the property of authors and can be obtained for 
permanent possession only from them. 


Titles marked with an asterisk (*) are abstracted below. 


American Journal of Clinical Pathology, Baltimore 
18:921-1000 (Dec.) 1948 
Observations on Rare Genes R* and r¥. A. S. Wiener and M. A. 

Hyman.—p. 921. 

*Non- Erythroblastotic Hydrops Fetalis: Recurring in Association with 

Toxemia of Pregnancy. Y. M. Bromberg and Z. Polishuk.—p. 927. 
Differential Diagnosis of Rheumatoid are by Biopsy of Muscle. 

G. Steiner and J. L. Chason.—p, 
Cardiolipin Antigen in Kline Test - Syphilis. 

Leiby and M. Berke.—p. 940. 
Juxtaglomerular Apparatus of Hypertensive Kidney. 

—p. 953. 

Nonerythroblastotic Hydrops Fetalis.—Bromberg and 
Polishuk point out that it is generally accepted that hydrops 
fetalis represents one of the clinical forms of hemolytic disease 
of the newborn. In almost all cases of hydrops fetalis recently 
reported in the literature, incompatibility in the Rh factor 
between mother and fetus as well as signs of maternal 
immunization have been observed. Before the discovery of 
antigenic incompatibility between mother and fetus as the cause 
of erythroblastosis fetalis, hydrops fetalis was related to various 
causes, such as fetal malformation and toxemia of pregnancy. 
The authors present the case of a woman who delivered 2 
hydropic infants in her first and fourth deliveries, while her 
other two pregnancies terminated in the delivery of normal 
children. Antigenic incompatibility between mother and fetus 
could be excluded. No maternal immunization or signs of fetal 
erythroblastosis were found. Both pregnancies which terminated 
in the delivery of hydropic infants were associated with a severe 
toxemia of pregnancy, while the other pregnancies had a normal 
course. The fact that hydrops fetalis occurred unassociated 
with erythroblastosis leads to the assumption that two forms 
of hydrops fetalis exist: an erythroblastotic and a nonerythro- 
blastotic form. This case indicates that the nonerythroblastotic 
hydrops fetalis may be related to toxemia of pregnancy. 


S. J. Klein, G. M. 
J. Des Prez Jr. 


American J. Digestive Diseases, Fort Wayne, Ind. 
16:1-34 (Jan.) 1949 

Critique on Vagotomy, Part 11: Contemporary Use of Vagotomy. W. 
J. M. Scott and J. A. Schilling.—-p. 1. 

Comparative Study of Inhibitory Action of Chemical Agents on Peptic 
Activity. S. Alpert and G. J. Martin.—p. 10. 

Vitamins and Hormones in Nutrition. V: Emotional Upset and Trauma. 

. F. Sieve.—p. 14. 


Archives of Ophthalmology, Chicago 
39:707-854 (June) 1948 

*Changes in Ocular Fundus eg with Pheochromocytema ef Adrenal 
Gland: Report of Three Cases. M. Bruce.-——p. 707. 

Proptosis Due to Neuroblastoma 3 ‘Adrenal Cain (Hutchinson’ s Syn- 
drome): Report of Case. R. A. Cox—p. 731. 

Infection of Human Eye with Cryptococcus Neoformans (Torula His- 
tolytica; Cryptococcus Hominis): Clinical and Experimental Study 
with New Diagnostic Method. C. Weiss, Isabella H. Perry and 
Marian C. Shevky.—p. 739. 

*Controversial Points in Penicillin Therapy of Ocular Diseases. L. von 
Salimann.—p. 752 


Cataract Extraction ‘by Suction Method: Review of 75 Cases. C. L 
Thomas.—p. 805. 


Fundus Changes Associated with Pheochromocytoma.— 
Bruce reviews the literature on pheochromocytoma, giving par- 
ticular attention to ocular changes. The dominant symptom in 
patients with this tumor is vascular hypertension, in the course 
of which pathologic changes may be found in the retina or in 
its blood vessels or in both. The findings cannot be differen- 
tiated ophthalmologically from those encountered with hyper- 
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tensive vascular disease (“essential hypertension”). Because the 
ocular symptoms may be the first or the only sign of the dis- 
ease, the ophthalmologist will often be seen before the internist. 
The possibility of pheochromocytoma should be considered when- 
ever he finds evidence of vascular disease. The 3 cases reported 
in detail concerned children with pheochromocytoma, all of 
whom had pathologic changes in the retina. 

Penicillin in Ocular Diseases.—Von Sallmann presents 
a survey of the subject of ocular penicillin therapy. He reviews 
problems involved in the parenteral use of penicillin and its 
surface application by solutions and ointments and by ionto- 
phoretic introduction. Local injections of penicillin under the 
conjunctiva, into the anterior chamber, into the lens and into 
the vitreous are discussed 


Archives of Surgery, Chicago 
57:291-442 (Sept.) 1948 


*Treatment of Tetanus. H. M. Smathers and M. R. Weed.—p. 291. 


Hemorrhagic Cyst of Mesentery of Ileum. H. A. Oberhelman and J. B. 
Condon.—p, 301. 


Surgical Removal of Unsuspected Mediastinal Lymphoblastomas: Report 
of Four Cases and Review of Literature. B. H. Evans and C. Haight. 
—p. 307 


*Fat en A Diagnostic Enigma. F. R. Denman and L. Gragg. 
25. 


—p. 3 


Anatomic Study of Vagus oe with Technic of Transabdominal Selec- 
tive Gastric Vagus Resecti Jackson.—p. 


*Results of Resection of Vague Nerve for Chronic Peptic Ulcer. E. M. 
Miller and J. H. Olwin.—p. 353. 

Evaluation of Conservative Resection with End te End Anastomosis for 
Carcinoma of Rectum and Lower Sigmoid Colon. Jessie Gray.—p 361. 

Sympathetic Dystrophy. W. D. Holden.—p. 373. 


*Testosterone Propionate in Treatment of Recurrent Cancer of Breast. 
A. R. McGraw.—p. 385. 


Esophageal Varices: Two Cases with Different Surgical Approach. H. H. 
Davis.—p. 391. 


Reevaluation of Penicillin Dosage Schedules. W. A. Altemeier.—p. 396. 

Mindlessness and Generalized Spastic Paralysis Following Cyclopropane 
Anesthesia: Sequelae in a Child with Acute Appendicitis. E. L. 
Strohl and F. E. Sarver.—p. 405. 


Modern Surgical Treatment of Acute Subdural Abscess. E. S. Gurdjian 
and J. E. Webster.—p. 411. 


Cystic Disease of Lung. E. J. McGrath and M. J. Magnussen.—p. 427. 
Blood Determination and Estimation of Blood Loss During Surgical 

Operation. N. E,. Lenahan, T. A. Spitz and D. W. Metcalf.—p. 435. 

Treatment of Tetanus.—Smathers and Weed formulate a 
plan of treatment which is based on a study of 86 cases of 
tetanus. The patient on admission is given cutaneous con- 
junctival tests with tetanus antitoxin diluted 1:100. If sen- 
sitivity is present, desensitization is attempted or “despeciated” 
antitoxin is given. If a wound can be found, 50,000 units of 
antitoxin is given intravenously and 10,000 units locally around 
the wound. If no wound is found, the entire contents of three 
20,000 unit vials is given intravenously. As soon as the sen- 
sitivity test is given, 1 cc. of d-tubocurarine in wax and oil is 
administered intramuscularly. For immediate control of convul- 
sions, purified chondodendron tomentosum extract (intocostrin®) 
may be given intravenously, but the authors prefer to remove 
the patient to the operating room for ether anesthesia. With the 
patient anesthetized, 20,000 units of tetanus antitoxin is injected 
intrathecally and the wound debrided. Oxygen, a iaryngoscope, 
an endotracheal tube and aspirating apparatus are available at 
the bedside after the operation. Penicillin is given every three 
hours to prevent respiratory infection and for its action on 
infected wounds. Penicillin, has no apparent effect on the toxin 
of Clostridium tetani and no proved clinical effect in the treat- 
ment of generalized tetanus. Five thousand units of tetanus 
antitoxin is given daily for five days if the infected focus has 
been removed, longer if the focus cannot be found. D-tubo- 
curarine in wax and oil is given intramuscularly daily according 
to the clinical response of the patient. Patients must be watched 
constantly by experienced personnel in order that possible curare 
toxicity may be coped with immediately. 

Fat Embolism, a Diagnostic Enigma.—Denman and 
Gragg state that reports about the incidence of fat embolism 
vary greatly. In their series of 99 necropsies selected at random, 
there were 7 cases in which the condition was of sufficient 
severity to be considered the primary cause of death. In an 
additional 24 cases fat emboli were present but were not 
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judged sufficient to account for death. There is usually an 
association with trauma to adipose tissue, particularly that in 
the osseous system; in a number of cases the condition has 
been reported to follow injury to the subcutaneous tissue and 
fatty viscera. Fat embolism causes a slowing of blood flow 
through a capillary bed, while oil droplets become elongated 
and are slowly forced from the arterial to the venous side of 
the circulation to become lodged in the capillary bed of all the 
organs. Elimination of fat emboli may occur by escape from 
renal glomeruli into the urine; excretion by the liver into the 
bile; phagocytosis, and emulsification by the mechanical action 
of the blood current perhaps aided by the saponifying action of 
blood lipase. The onset of fat embolism may be sudden, but 
usually symptoms become manifest after the third or fourth day 
and in the cardiorespiratory type may consist of dyspnea, cough, 
frothy sputum with occasional hemoptysis, cyanosis, precordial 
pain, cardiac dilatation, elevation of temperature and often 
asthmatic or bronchopneumonic type rales. In the cerebral 
form symptoms are variable and include loss of memory, dis- 
orientation, restlessness, irritability and occasionally convulsions, 
which later give way to drowsiness, stupor and, finally, coma. 
The best treatment is prevention and consists of avoidance of 
rough handling of patients, immediate splinting, early reduction 
and fixation of fractures, the use of a tourniquet during opera- 
tions on fatty marrow and the avoidance of fat solvent anes- 
thetics. Suggested methods of treatment are the injection of 
sodium bicarbonate or bile salts, venesection, drainage of the 
thoracic duct, venous ligation, incision of the injured site to 
relieve pressure and to remove blood and fat and even amputa- 
tion. Pituitrin, caffeine, nikethamide, morphine and insulin have 
been suggested because they have been found to cause a steady 
fall in the level of blood fat. The administration of oxygen is 
beneficial. Clinicians must think of fat embolism, particularly 
in injured patients. The dark field examination of the blood 
and the urine “sizzle” test seem to offer the most promise of 
corroborating the diagnosis of fat embolism. 


Results of Vagus Resection in Peptic Ulcer.—Miller and 
Olwin attempt to evaluate results in a series of 101 patients 
subjected to vagotomy in the past two and a half years. For 
the most part these 101 patients had a long-standing chronic 
peptic ‘ulcer which had failed to respond to a medical regimen. 
In more than half the duration was over ten years. In 87 the 
lesion was in the duodenum. In 47 there was a history of 
bleeding; 26 had had perforations, and in 36 obstruction was 
demonstrable. The transthoracic approach was employed in 29 
and the abdominal approach in 72 patients. The postoperative 
course was usually smooth. The Levine tube was left in place 
three or four days. Early ambulation was encouraged. A few 
patients had a mild pleural effusion and pain in the chest for 
several days, but in only 1 instance was it a prominent feature 
in the months following operation. One woman had trouble 
swallowing for almost a week, and 1 had a paralytic ileus, but 
this passed away. Fulness in the abdomen was a common 
temporary complaint, but diarrhea was the most obstinate. It 
was present in 39 patients, being temporary in 30, proionged for 
several months in 2 and persistent in 7. There have been no 
deaths. Nine patients had left Chicago and could not be traced, 
which leaves 92 in whom follow-up was possible. In 76 of 
these the results were good, in 13 they were fair, and in 3 poor. 


Testosterone Propionate in Cancer of Breast.—McGraw 
says that 12 women under care at the Henry Ford Hospital for 
breast cancer, recurrent after radical operation, were given 
testosterone propionate and the resulting effects were closely 
watched. Individual doses were mostly 150 mg. Aggregate 
total doses were from 450 to 6,225 mg. Injections were intra- 
muscular in alternate buttocks. Given slowly, they have not 
produced pain, soreness or any late untoward local reactions. 
Only in the first 2 patients treated were there objectionable 
general reactions to the drug, and those were the result of 
unnecessary large initial doses. There have been slight mascu- 
linizing effects in 3 patients, principally of the voice, none suffi- 
cient to create a problem. Of the 12 patients treated, 6 have 
died, but only 1 failed to show some beneficial clinical response. 
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In 6 of the 12, clinical improvement was striking, in 2 good 
and in 3 fair. The author concludes that although testosterone 
propionate does not cure cancer, its use as a palliative agent has 
a logical basis, and its benficial effects are such as to encourage 
further use and study. Best results with respect to duration 
of palliation have been in patients whose metastases have been 
principally or solely in bone. Testosterone propionate is an 
adjunct to, not a substitute for, roentgen therapy. 


Bulletin of Johns Hopkins Hospital, Baltimore 
83:463-610 (Dec.) 1948 
SYMPOSIUM ON THE PHYSIOLOGY OF ACETYLCHOLINE 
Role of Acetylcholine in Conduction. D. Nachmansohn.—p. 463. 
Quaternary Ammonium lons and Sodium Ions in Nerve Physiology. 
R. Lorente De N6.—p. 497. 
Acetylcholine as Pharmacologic Agent. T. Koppanyi.—p. 532. 
Concerning the Mode of Action of Acetylcholine. J. H. Welsh. 
568. 
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Effect of Anticholinesterases and Related Substances on Nervous 
Activity in Cockroach. K. D. Roeder.—p. 5 7. 


Cancer Research, Baltimore 


8:301-348 (July) 1948 


Levels of Carcinogenic Azo Dyes in Livers of Rats Fed Various Diets 
Containing p-D®& Relationship to Formation of 
Hepatomas. H. Silverstone.—p. 301. 

Effect of Rice Diets on Formation of Induced and Spontaneous Hepa- 
tomas in Mice. H. Silverstone.—p. 3 

Comparative Studies of Immunologic, Toxic and Tumor-Necrotizing 
Properties of Polysaccharides from Serratia marcescens (Bacillus 
prodigiosus). H. J. Creech, Mary Alice Hamilton and Irene C. Diller. 
sp. 318. 

Influence of Antibody-Containing Fractions on Lethal and Tumor- 
Necrotizing Actions of Polysaccharides from Serratia marcescens 
(Bacillus prodigiosus). H. J. Creech, pat Alice Hamilton, E. T. 
Nishimura and R. F. Hankwitz Jr.—p. 330 

*Carcinomas of Uterine Cervix and Vagina in Estrogen- and Androgen- 
Treated Hybrid Mice. S. C. Pan and W. U. Gardner.—p. 337. 

Effect of Methylcholanthrene on Viscosity of Paramecium. J. M. Butros. 
—p. 347. 


Carcinomas in Hybrid Mice Treated with Estrogen or 
Androgen.—Two groups of reciprocal hybrid mice were used 
in the experiments by Pan and Gardner, PC, and PCs. Of 57° 
female mice of group PC, 14 received estrogens and 43 were 
untreated controls. Ten of the 14 treated mice lived for more 
than two hundred days and are included in this study. Of the 
70 female mice of the PC: group, 31 received steroid hormones 
and 39 were untreated. Twenty-five of the treated mice survived 
two hundred days or more and are included in this study. The 
hormone-treated mice received estradiol benzoate or diethylstil- 
bestrol or estradiol benzoate plus testosterone propionate. Four 
of 10 estrogen-treated hybrid mice that tolerated the treatment 
more than two hundred days had carcinomas of the uterine 
cervix or vagina. Nine cervical carcinomas or invasive epi- 
thelial lesions were observed among 25 treated hybrids that 
survived two hundred days or more. All the 13 tumors were 
epidermoid carcinomas or invasive epithelial lesions that were 
considered to be early stages in tumor formation. None of 
the 82 mice in the control groups had carcinomas of the uterus 
or vagina, aithough 5 had uierine fibromyouas. In assuciation 
with the neoplastic change of the uterine and cervical tissue, 
chronic proliferative vascular lesions have been observed involv- 
ing the parametrial and uterine vessels. 


Delaware State Medical Journal, Wilmington 
20: 233-256 (Nov.) 1948 
Intestinal Obstruction in Newborn. D. J. Preston.—p. 233. 


Management of Infections Secondary to Tuberculosis. J. D. Wassersug. 
—p. 240. 


Georgia Medical Association Journal, Atlanta 
37:439-506 (Dec.) 1948 
Radium Irradiation of Nasopharynx for Hypertrophy of Lymphoid Tis- 
sue. B. Minchew and B. E. Collins.—p. 439. 
Carcinoma of Corpus Uteri. R. L. Brown and J. E. Scarborough. 
443. 


Some Features of Chemistry of Cancer of Breast. J. Funke.—p. 448. 

Ruptured Tubal Pregnancy Following Previous Vaginal Hysterectomy. 
H. C. Frech.—p. 451. 

Isolation and Cultivation of Donovan Bodies of Granuloma Inguinale. 
C. R. Reinstien, R. B. Dienst and R. B. Greenblatt.—p. 452. 
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Industrial Medicine, Chicago 


17:461-502 (Dec.) 1948. Partial Index 
Observations on Cardiovascular Patients in Industry: Results of Six- 

Year Study in a Small Industrial Plant. P. H. Kuhn.—p. 461. 
*Urinary Porphyrins in Lead Poisoning. S. F. Meek, T. Mooney and 

G. C. Harrold.—p. 469 
Tetanus Immunization im Industry. J. K. Martins.—p. 473. 

Twenty Per Cent Dissolved Benzocaine Ointment in Treatment of Burns, 

Ulcers and Local Necroses. M. Finkel, A. J. Levine and M. Wohl. 
ab Cc. C. Guy, V. P. Keig and V. L. 

Guynn.—p. 485. 

E. W. Hagens.—p. 488. 

Urinary Porphyrins in Lead Poisoning.—Meek and his 
associates regard quantitative enumeration of basophilic stippled 
erythrocytes as a fairly laborious and time-consuming technic 
and one that is not entirely specific. The basophilic aggregation 
test of McCord, while no more specific, has proved to be a 
valuable refinement; it is relatively simple and saves time. Good 
correlation between the basophilic aggregation test and urinary 
lead excretion has been demonstrated in the case of certain lead 
salts soluble in human pleural fluid and blood serum. It does 
not correlate in “old” cases of lead poisoning. The urinary 
prophyrins have been given considerable attention with reference 
to lead poisoning. The hope is expressed that gs knowledge of 
prophyrin metabolism increases, a simple test may be evolved 
which will give an early indication of lead absorption and/or 
lead poisoning. The following report does not reveal such a 
test, but it is hoped that it will stimulate interest in this 
approach. Single voidings of urine were obtained from 66 
workers exposed to lead fumes. The lead content was deter- 
mined on a portion of each sample. The semiquantitative urinary 
porphyrin test of de Langen and ten Berg was performed on 
another portion. There were 31 positive results among 66 lead- 
exposed workers. The rapid evaluation of present or potential 
lead intoxication by means of the determination of porphyrins 
in urine is subject, as is stippling or basophilic aggregation, to 
the influence of a number of other chemicals. It is not directly 
dependent on any blood dyscrasia. It represents potentially a 
laboratory tool which can represent with much greater fidelity 
the various forms of lead intoxication than could stippling 
methods. 


Iowa State Medical Society Journal, Des Moines 
38:509-560 (Dec.) 1948 
Cerebral Palsy. W. M. Phelps.—p. 509. 


Diabetes Mellitus: Current Concepts. A. G, Lueck.—p. 512. 
~— the U B. Winnett and G. W. Harvey. 
. 517 


*What, Causes Gas? W. C. Alvarez.—p. 518. 
Pathology of Bone Tumors. M. C. Wheelock.—p. 522. 

What Causes Gas?—Alvarez has studied the question of 
what causes flatulence for thirty-five years. It involves inter- 
ference with the normal absorption of gas from the bowel. 
Much of the gas in the bowel is swallowed air. Much appears 
to come out suddenly from the blood. Some is formed during 
digestion. In the healthy person gas formed in the bowel is 
rapidly picked up by the blood and excreted by the lungs. The 
three main gases in the bowel are nitrogen, oxygen and carbon 
dioxide. The first causes the most distress because it is absorbed 
slowly. Gas or swallowed air goes through the bowel rapidly 
and painlessly if there is no spasm anywhere. Spasm is more 
likely to be associated with the gas produced by food allergy. 
The physician must make sure what the patient means by “gas.” 
Does he belch, or bloat or pass gas? Belching often repeated 
is a neurosis associated with the swallowing of air. There is 
also a pseudobloating, hysterical in nature, and not due to gas. 
True bloating can be due to eating, to being hurt physically, to 
taking a nap or to constipation. An excess of flatus may be 
due to swallowing air, to indigestion, to constipation or to eating 
more food than the bowel can handle or to eating certain gas- 
making foods. Flatulence can be produced by any disease that 
interferes with the circulation or with the functions of the liver 
or the lungs. It is seen with cholecystitis, diarrheas, duodenal 
ulcer, constipation, hemorrhoids, intestinal obstruction, mucous 
colics and the eating of a rough or flatulent diet. Drugs fre- 
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quently fail in the treatment. A patient may be helped with a 
smooth diet, a light diet or diet without foods to which he is 
allergic. Some persons are relieved if they keep the colon clean 
with enemas. 


Journal of Clin. Endocrinology, Springfield, Ill. 
8:895-1012 (Nov.) 1948 


*Intoxication with FS cn D. J. E. Howard and R. J. Meyer.—p. 895. 
Tracing Thyroid Hormone in Peripheral Tissues. W. T. Salter and 
M. W. Johnston.—p. 911. 
Increased Protein-Bound Blood Iodine in Patients with Hyperthyroid- 
ism. R. E. Swenson and G. M. Curtis.—p. 934. 
Assay of Thyrotropic Hormone in Human Blood. E. De Robertis. 
956. 


— 


Urethral Smear in Normal Human Male. Mildred T. Vogel, T. H. 
McGavack and H. Kammandel.—p. 967. 
of dl-Alpha-Tocopherol Acetate on 

. De Watteville, R. Borth and M. Gsell.—p. 982. 

sisnars Syndrome. R. B. Greenblatt and H. E. Nieburgs.—p. 993. 

Intoxication with Vitamin D.—Howard and Meyer feel 
that despite publicity in the medical literature on the dangers 
associated with the administration of large doses of preparations 
of vitamin D, there are still many physicians who use these 
drugs without the precautions necessary for substances poten- 
tially so toxic. During the past three years the authors have 
seen 11 instances of intoxication by such sterols. Ten of these 
patients had been given the drugs by physicians who were not 
aware that the alarming symptoms exhibited were related to 
the therapy which they themselves were prescribing. The 
eleventh patient was one in whom the authors themselves induced 
hypercalcemia with calciferol (crystalline vitamin D.) within 
fourteen days. Most of the patients had anorexia, nausea, 
vomiting, weakness, fatigue and lassitude. In every instance 
weight loss and fatigue had been noted prior to anorexia and 
vomiting, and these are, therefore, considered the main symptoms 
of intoxication with vitamin D. Despite careful search only 
one of the patients showed evidences of gross vicarious calcifica- 
tion in periarticular, subcutaneous or renal tissues. However, 
the characteristic eye lesions described by Walsh and Howard 
were seen in nearly all patients. These lesions are visible by 
slit lamp examination, and the deposits beneath the conjunctival 
basement membranes are thought to be calcium salts. All 
patients, when first seen by the authors, had renal insufficiency. 
The only therapy prescribed was cessation of drug administra- 
tion, forced fluids and a diet low in calcium. Subjective 
improvement occurred within two to eight weeks after insti- 
tuting this regimen, even in those who showed but small 
objective improvement. The authors present 2 of the 11 case 
histories. They believe that hypercalcemia is largely responsible 
for the symptoms and signs of vitamin D poisoning. Patients 
to whom these drugs are administered should be followed by 
frequent slit lamp examination, urinary analyses and deter- 
minations of the serum calcium. 


Journal of Gerontology, Springfield, Ill. 
3:251-330 (Oct.) 1948 


Quantitative Determinations of Skin Lipid Secretion in Middle-Aged 
and Old Individuals. E. Kirk.—p. 251. 
Age Changes in Light Threshold of Dark Adapted Eye. J. E. Birren, 
M. W. Bick and Charlotte Fox.—p. 
Pulse Rate in Old Age. T. H. 
Study of Influence of Institutionalization on Seoiat Adjustment of Old 
ju-Shu Pan.—p. 


People. 276. 
*Geriatric Group in General Hospital: Organization and Objectives. F. D. 
Zeman.—p. 281. 


Cicero's Ideal Old Man. A. R. Chandler.—p. 285. 

A Geriatric Group in a General Hospital.—According to 
Zeman the general hospital is caring for an increasing number 
of older men and women who present not only complex medical 
problems but also a variety of social and economic problems. 
To serve these aged persons more effectively, he suggests that 
a special geriatric group be organized in each large hospital to 
study their medical, surgical and psychiatric needs. It would 
function in the hospital wards and in the outpatient department 
and would integrate the work of the general hospital with that 
of other health and welfare agencies. Through this group’s 
activities the older patients would receive better care and would 
find their hospital sojourn a far happier experience. ~ 
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Journal of Investigative Dermatology, Baltimore 
11:397-476 (Dec.) 1948. Partial Index 

Spectral Absorption Studies of Antihistaminic Drugs. A. S. Friedlaender, 
S. Friedlaender and J. M. Vandenhbelt.—p. 397. 

Bistrimate Therapy in Scleroderma. G,. V. Stryker, D. C. Tweedal and 
W. B. O’Connor.—p. 399. 

Electroencephalographic Abnormalities in Patients 
Neurodermatitis. T. H. Sternberg and G. D. Bald 

Nature of Inhibition of Ultraviolet Erythema by Pyribenzamine. 

aer, P. Kline and L. in.—p. 405. 

*Studies in Solar Urticaria. P. L. Beal.—p. 415. 

Treatment of Asymptomatic Narameebitle in White Mouse. H. J. 
Magnuson and Barbara Rosenau.—p. 435. 

Histoplasmosis and Lymphoblastoma: Are These Diseases Related? E. P. 
Cawley and A. C. Curtis.—p. 443. 

Comparison of Effect of Anti-Histamine Drugs in Human Subjects by 
Means of Histamine Iontophoresis. D. J. Perry, M. S. Falk and 
D. M. Pillsbury.—p. 461. 

Solar Urticaria.—Beal says that in solar urticaria a brief 
exposure of the skin is followed in a few minutes by development 
of intense itching and erythema confined exactly to the areas 
exposed to the sunlight. A few minutes later, small islands of 
wheals form in the erythematous area and in a short time 
coalesce to form a continuous urticarial wheal limited to the 
exposed area. As the urticarial edema develops, a flare of 
diffuse erythema occurs around the wheal in the unexposed skin. 
According to the intensity of exposure it lasts from half an hour 
to several hours. The author presents studies made on 2 patients 
with solar urticaria. Both were women, aged 42 and 30, 
respectively. Their spectral sensitivity was established by use 
of glass filters and monochromator. The range of sensitivity 
was found to be between 2,967 and 3,341 angstrom units, with 
a maximum at 3,131 angstrom units. The urticarial sensitivity 
could be passively transferred by injecting the patients’ serum 
into the skin of normal persons and irradiating the injection 
site with the active wavelengths. Antihistaminic drugs were 
found to be protective against the urticarial reaction, and by 
virtue of this protective action it was possible to subject these 
patients to gradually increasing ultraviolet exposures. Eventually 
the skin acquired enough tolerance to the active wavelengths 
and it was possible to discontinue the use of the antihistaminic 
substances. 


Journal of Nervous and Mental Disease, New York 


108:455-538 (Dec.) 1948 
Study of Fasciculations. H. A. Teitelbaum and H. W. Bird.—p. 455. 
Study of Relationship Between Constitutfonal Variations and Funda- 
mental Psychotic Behavior Reactions. Phyllis Wittman, W. H. 


Sheldon and C. J. Katz.—p. 470. 

“—— Inflicted Prefrontal Lobotomy: Case Report. J. W. Papez and 
M. Smolen.—p. 477. 

Paychotherapy in State Hospital. W. 485. 

Porencephaly in Institutional Epileptics. A. W. Pigott, T. S. P. Fitch 


and S. M. Weingrow.—p. 496. 
*Acute et Report of Case. E. E. Clark and H. E. Lawrence. 
. 502 


with Generalized 
ridge.—p. 401. 
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Diplopia Due to Divergence Insufficiency. J. M. McKinney, W. Mitchell 
and J. R. Lisa.—p. 507. 

Self-Inflicted Prefrontal Lobotomy.—Papez and Smolen 
report the case of a man, aged 63, who attempted suicide by 
shooting himself in the right temple with a revolver. After 
nine weeks of hospitalization he was admitted to the Columbus 
State Hospital because of the residua of his injury. An attempt 
was made to deduce the reasons for the attempted suicide by an 
evaluation of the patient’s personality difficulties and the cortical 
degenerative changes, both of which were related to the patient’s 
chronic alcoholism. Neurologic findings were minimal, and 
could be related to the proximity of the path of the bullet to the 
middle frontal gyrus. The chief defects seemed to be in the 
higher mental functions; the ones usually ascribed to the pre- 
frontal areas. The patient’s postoperative course roughly 
resembled that seen in prefrontal lobotomies. The recovery 
was much slower, not so steadily progressive and not nearly 
so complete. This was not unexpected because of the much 
greater violence, the increased destruction of brain tissue and 
the more profuse hemorrhage. At the time of this report the 
patient was neat and clean, and was able to find his way around 
the ward. He was content to be by himself and made no effort 
to mingle with the other patients. He showed placidity, mild 
euphoria and some confusion and inappropriate outbursts of 
laughter or crying. The psychologic tests revealed loss of 
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abstracting and generalizing ability, disturbances of voluntary 
attention, easy distractibility and impaired memory, as well as 
disturbance of associative processes. He showed no concern 
for the future, and his ideation was extremely limited. He 
manifested the typical picture of impaired functioning of the 
prefrontal lobes. 

Acute Porphyria.—Clark and Lawrence report a woman, 
aged 19, who was hospitalized with complaints of nausea, vomit- 
ing and mental changes of three weeks’ duration. On the fourth 
hospital day she began experiencing cramplike pains in the 
abdomen and musculature of the upper arms and legs, became 
disoriented, confused and later comatose. At this time her urine 
was first observed to have a deep wine red color which became 
darker on standing or exposure to sunlight. The urine was 
found to contain an abnormally large amount of ether-soluble 
porphyrins (coproporphyrin). Porphobilinogen was also present. 
The clinical course following diagnosis consisted of remissions 
and exacerbations of her presenting symptoms during which a 
Landry type of ascending paralysis developed, advancing to a 
complete quadriplegia and bulbar involvement necessitating at 
one point the use of a Drinker respirator. She died on the 
seventy-second hospital day. The authors suggest that 
porphyria may occur more frequently than is realized. The 
patients may be subjected to needless abdominal surgery, to 
hospitalization in a psychiatric ward for a supposed functional 
psychosis, or to both. Any acute abdominal illness with little 
or no abdominal tenderness should make one suspect this dis- 
ease. The addition of psychiatric symptoms, neurologic signs, or 
both, is almost diagnostic. Patients presenting this picture 
should be questioned about the color of the urine. The urine 
may be examined with Ehrlich’s reagent, which produces a 
wine color in urine containing abnormal amounts of porphyrins. 
Among the conditions to be differentiated are the Guillain- 
Barré syndrome, tick paralysis, poliomyelitis, familial recurrent 
and familial periodic paralysis, serum paralysis, parotitic paral- 
ysis and periarteritis nodosa (Hoagland). Therapy is symp- 
tomatic and supportive. 


Kansas Medical Society Journal, Topeka 


49:501-548 (Dec.) 1948 


Diagnosis and Treatment of Hypertension. A. C. Ernstene.—p. 501. 
Bronchoscopy in Diseases of Chest. W. Barry.—p. 505. 

Repeated Perforations of Peptic Ulcers. J. C. Mitchell.—p. 508. 

Care 7 | ae to Semi-Lunar Cartilages of Knee. T. P. Butcher. 
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Minnesota Medicine, St. Paul 
$31:1281-1398 (Dec.) 1948 
SYMPOSIUM ON ANTIBIOTICS 
Present Trends in Penicillin Therapy. S. Boyer Jr.—p. 1305. 
Streptomycin in Tuberculosis. K. H. Pfuetze and Marjorie M. Pyle. 
—p. 1309. 
Streptomycin and Newer Antibiotics in Treatment of Infections Other 
T Tuberculosis. W. E. Herrell.—p. 1314. 
First Line of Defense. L. E, Harris.—p. 1319. 
Treatment of Open Wounds of Hand. M. L. Mason.—p 
*Chronic Schistosomiasis Japonica Diagnosed by Rectal gna Report of 

Case. L. Zieve and R. H. Conley.—p. 1331. 

Protective Vaccination Against Tuberculosis, with Special Reference to 

BCG Vaccine. J. D. Aronson.—p. 1336. 

Schistosomiasis Japonica Diagnosed by Rectal Biopsy. 
—Zieve and Conley say that practically all of the cases of 
schistosomiasis in the armed forces during the last war were 
acquired in the Philippine island of Leyte. Approximately 1,500 
patients were treated while in the service, and it is estimated 
that in an equal number, less severely infected, the disease went 
undiagnosed. The case reported illustrates the need for alert- 
ness to the possibility of schistosomiasis in a veteran who has 
been on Leyte. During repeated examinations scrapings of the 
anal crypts and rectal mucosa were examined for ova without 
success. A complement fixation test with schistosome antigen 
was negative, and a skin test with mixed schistosome antigen 
also was negative. Finally, four pieces of tissue were removed, 
one of which contained ova of Schistosoma japonicum. Therapy 
with antimony potassium tartrate was instituted, a total of 
444 cc. of a 0.5 per cent solution of antimony and potassium 
tartrate (0.799 Gm. antimony) being given over a period of 
five weeks. The patient noted appreciable relief from his pain 
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in the right upper quadrant. Rectal biopsies were repeated, 
fragments being taken from each of the three valves of Houston. 
The fragment from the uppermost valve showed submucosal 
pseudotubercles with nests of encapsulated ova similar to those 
seen at pretreatment biopsy. The other two fragments were 
normal. The patient remained asymptomatic. His liver was no 
longer tender. The white blood cell count returned to normal 
levels. His whipworm infestation was successfully treated. He 
was discharged during the fifteenth week of his second admission, 
twenty-three weeks after he was first hospitalized. The classical 
description of schistosomiasis has been based on observations 
in native populations where multiple parasitic infestations, rein- 
fection and nutritional deficiencies are common. It seems logical 
to expect that the course among well nourished American 
soldiers, who were usually exposed a relatively short time, 
should be different. The present patient, despite the prolonged 
course, recurrent clinical manifestations and lack of treatment, 
appeared well nourished and, with the exception of the periods 
when diarrhea recurred, was able to keep up his farm duties. 
The authors stress the diagnostic importance of rectal biopsy. 


Missouri State Medical Assn. Journal, St. Louis 
45:867-936 (Dec.) 1948 


Symposium on Pediatrics. G. Hoff and others.—p. 881. 

Symposium on Pediatrics. W. J. Shaw and others.—p. 888. 

Topical Hemostasis with Methyl Cellulose. M. M. Marks.—p. 894. 

Posterior Dislocations at Elbow: Simple Method for Reduction. G. B. 
Starkloff.—p. 895. 

Allergy: New Concept in Treatment. W. M. Ketsham.—p. 

with Cardiolipin Antigen. G. J. Dammin and c. Scott. 


Useful eR Procedure. C. F. Kent.—p. 902. 


New England Journal of Medicine, Boston 
239: 945-984 (Dec. 16) 1948 

Delays and Errors in Diagnosis of Brain Tumor. F. C. Redlich, R. H. 
Dunsmore and E. B. Brody.—p. 945. 

Effect of Subacute Bacterial Endocarditis on Course of Underlying 
Heart Disease. 3B. Rapoport and L. B. Ellis.—p. 951. 

*Generalized Bullous Eruption Following Testing for Sulfonamide Hyper- 
sensitivity. D. A. Straus.—p. 956. 

Fertility Studies in Human Male with Traumatic Injuries of Spinal 
Cord and Cauda Equina. H. W. Horne, D. P. Paull and D. Munro. 
-—p. 959. 

Thoracic Surgery (Concluded). J. G. Scannell.—p. 961. 

Bilateral Retroperitoneal Fibrosarcoma, with Involvement of Both Adrenal 
Glands and with Metastases to Liver and Stomach. Chordoma of 
Lumbar Vertebras.—p. 972. 

Complete Atrophy of Acinar Tissue of Pancreas. Chronic Bronchitis. 
Emphysema. Severe Fat Infiltration of Liver. Biliary Cirrhosis of 
Liver.—p. 975. 

239: 985-1020 (Dec. 23) 1948 


Morai Problems in Practice of Medicine with Analogies Drawn from 
5. 


Profession of Ministry. W. L. Sperry.—p. 

Prognosis in Essential Hypertension: Eight-Year Follow-Up Study of 
430 Patients on Conventional Medical Treatment. . Palmer, 
Dorothea Loofbourow and C. R. Doering.—p. 990. 

Recent Concepts — Spread and Treatment of Poliomyelitis. 

4 


R. B. Lawson.—p 
Lipemia in Hemochromatosis: Report of Case. A. R. Lenzner and 

B. D. Bowen.—p. 998. 

The Medical Examiner and the Practicing F Physician. ‘-R. Ford.—p. 1001. 
BAL. R. V. Randall and A. O. Seeler 1004. 
Hemochromatosis, Liver, Pancreas, Skin ‘oa Lymph Nodes. Hepatoma, 

with Extension into Hepatic and Portal Veins.—p. 1009. 

Homologous Serum Hepatitis.—p. 1013. 

Generalized Bullous Eruption Following Testing for 
Sulfonamide Hypersensitivity.—According to Straus, the 
bullous eruptions that may result from sulfonamide toxicity are 
often clinically indistinguishable from idiopathic erythema multi- 
forme exudativum. The author reports a case which demon- 
strates the importance of establishing or excluding the 
sulfonamide compounds as etiologic agents when the possibility 
of their future therapeutic use is considered. Although the 
patient gave no past history of exposure to a sulfonamide drug, 
the onset of fever followed by the eruption and conjunctivitis 
which occurred on the second day (rather than after seven or 
ten days) of sulfonamide therapy in December 1947 suggested 
previous sensitization to the drug. In retrospect, it might be 
conjectured that the “erythema multiforme” reported from 1945 
followed the use of the drug at that time. The history of this 
patient also illustrates the unreliability of the patch test, an 
untoward and at first a reaction to the intradermal 
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passive transfer test and a severe reaction following an oral 
test dose of sulfonamide compound. It is believed, therefore, 
that testing for sulfonamide sensitivity should be approached 
with care, as should the treatment of erythema multiforme 
exudativum with sulfonamide compound, unless it is certain that 
this drug is not the etiologic agent. 


New Orleans Medical and Surgical Journal 


101: 249-316 (Dec.) 1948 


Clinical Features of Summer Disease (Three-Day Fever) Apparently of 
Virus Etiology. C. H. Webb, S. G, Wolfe and Verre Simpson. 


—p. 249. 
*Kerosene Poisoning. N. A. Bologna and N. C. Woody.—p. 256. 
Harms.—p. 


Somatic Substitutive Reactions in Adolescents. " 
Consideration of Management of Child with Rheumatic Fever. 
ansen.—p. 264. 

Electroencephalography in Childhood. J. G. Hughes.—p. 268. 

Postgraduate Education in Pediatrics for General Practitioners. S. S. 
Chipman.—p. 277. 

Advantages of Early Recognition and Treatment of Allergic Disorders 
in Infancy and Childhood. W. A. McGee.—p. 280. 

— a Esophagitis in Children. R. V. Platou and G. J. Austin. 


of "Toxic Newborn. J. D. Russ.—p. 292. 

Kerosene Poisoning.—Bologna and Woody say that at the 
Charity Hospital in New Orleans for the ten year period 1937 
to 1947 there were 252 records of kerosene ingestion by children. 
Ages ranged from 5 to 72 months, and 97 per cent of the patients 
were between the ages of 6 and 36 months. These figures illus- 
trate the fact that this, like most accidental poisonings, is most 
frequent in the toddler or runabout age. There were 9 deaths 
among these 252 patients, a fatality rate of 3.6 per cent. Effects 
on the pulmonary and nervous systems dominate the picture and 
evidences of gastrointestinal disturbances are relatively incon- 
spicuous. Everything points to pulmonary irritation and edema 
as the principal cause of death. Rational therapy of kerosene 
poisoning should have as its chief objective the prevention or 
amelioration of pulmonary edema. Though the mechanism of 
the production of pulmonary edema is poorly understood, 
absorbed kerosene may play some role; the authors have seen 
pulmonary edema improve after removal of kerosene from the 
stomach and they have seen children who experienced severe 
respiratory distress only after they had fought, gagged, 
struggled and undoubtedly aspirated during ill timed attempts 
at lavage. Whenever it is possible to do so without increasing 
dangers of aspiration the stomach should be lavaged. The only 
other therapy which holds promise is the administration of 
oxygen, since death in pulmonary edema is due, literally, to 
drowning. Use of antibiotic and chemotherapeutic agents may 
be indicated to prevent or treat pneumonia or other respiratory 
infections. Hyperventilation and postural drainage may be 
instituted for atelectasis and as prophylaxis against later 
bronchiectasis. Such measures are begun only after the twelve 
hour damage has passed. 


North Carolina Medical Journal, Winston-Salem 
9:599-662 (Dec.) 1948 


SYMPOSIUM ON HEADACHE 
Mechanisms of Production and Points of Referral. FF. D. Green. 
599. 


260. 
E. 


Clinical Considerations in Headache. J. B. Stevens.—p. 602. 
Characteristics of Headache in Anxiety and Hysterical Reactions. 
L. J. Thompson.—p. 606. 
Surgical Management of Present-Day Empyema. P. W. Sanger.—p. 609. 
Accidental Poisoning in Children. J. M. Arena.—p. 615. 
*Visualization and Photography of Uterine Canal. W. B. Norment. 
. 619. 
Insulin Hypoglycemia in Diabetes Mellitus. C. W. Styron.—p. 624. 
Experiences of Gr Tumor Clinic. F. K. Harder.—p. 628. 
Pentothal Sodium, Nitrous Oxide-Oxygen, Curare Anesthesia. J. C. 

Montgomery.—p. 631. 

Visualization and Photography of Uterine Canal. — 
Norment points out that submucosal myomas and polyps are 
sometimes difficult to diagnose by palpation or curettage, but 
when an opaque dye is instilled into the uterine canal, they are 
usually easily seen on a roentgenogram. He discusses the 
filling defects produced by polyps, myomas and cancers. A 
hysterogram can be made in the office and, unless there is severe 
constriction of the cervical canal, it causes little discomfort. 
It is preferable that the dye be injected into the uterine canal 
when the patient is not bleeding. If the patient is bleeding 
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continuously, the author attaches a light rubber tissue bag to 
a catheter and instills the dye through the bag. This method, 
however, requires dilation of the cervix with the patient under 
anesthesia. In cases with filling defects in the hysterogram, 
the author uses a new lens hysteroscope for direct visualization 
of the interior of the uterine canal. By this combination of 
roentgen examination and direct inspection, diagnosis of patho- 
logic lesions in the uterine canal is made much more accurate. 
The author describes the construction and operation of the 
instrument that he has devised for hysteroscopic examination. 
A reproduction of a photograph made by the camera that can 
be attached to the optical system of the hysteroscope shows the 
interior of the uterus. Through the hysteroscope a carcinoma 
is seen as a whitish gray growth against a red background. 
In a few cases of carcinoma of the fundus that the author 
observed through the hysteroscope there was no doubt about the 
presence of a malignant growth. In doubtful cases a curettage 
is the only safe way to determine the presence or absence of a 
carcinoma. 


Philippine Medical Association Journal, Manila 
24:589-632 (Oct.) 1948 


Management of Hypertension. A. Liboro.—p. 589. 

Extraction of Immature Cataract. G. De Ocampo.—p. 593. 
Early Diagnosis of Cancer. J. Z. Sta. Cruz.—p. 599. 

Early Diagnosis of Cancer. P. S. Chiliamco.—p. 605. 
Treatment of Pulmonary Tuberculosis. F. Nepomuceno.—p. 611. 


24:633-682 (Nov.) 1948 
*Preliminary Report on Cam-AQi Dihydrochloride (Miaquin, Camoquin) 

in Treatment of Human Malaria. A. Ejercito and M. Duque.—p. 633. 
Comparative Studies on Tuberculin Testing. F. N. Quintos and C. 

Santiago. —p. 643. 

Nutrition in Public Health Work. S. G. Jao.—p. 647. 

Camoquin® in Malaria.—Ejercito and Duque report on the 
use of a new synthetic drug originally known as CAM-AQi. 
It has the chemical name 4-(7-chloro-4-quinolylamino)-alpha- 
diethylamino-ortho-cresol—it is known also as camoquin® and 
is dispensed in 0.05 Gm. tablets of a light yellow color. The 
authors have used this drug in 128 patients with malaria at 
the San Lazaro Hospital, Manila. Eighty-four patients had 
vivax malaria and 44 the falciparum type. In the vivax malaria, 
fever and peripheral blood parasites usually disappeared after 
the third or fourth day. In afebrile patients the parasites 
disappeared on the second day. In patients with the falciparum 
type of malaria fever disappeared on the third to the fifth 
day, the asexual parasites between the second and fourth days 
and the sexual parasites between the ninth and the nineteenth 
day. The drug seems to have slight or no effect on the crescent 
forms, but it has a decided effect on the vivax gametocytes and 
on the asexual forms of both vivax and falciparum malaria. 
Ten of the patients had a relapse; these belonged chiefly to the 
group with the vivax form. The drug caused no undesirable 
secondary effects. 


Public Health Reports, Washington, D.C. 
63: 1635-1666 (Dec. 17) 1948 
Evaluation of County-Wide DDT Dusting Operations in Murine Typhus 
Control. E. L. Hill and H, B. Morlan.—p. 1635. 
Attempt to Produce an Arsenic-Resistant Strain 3 pallida 
in Experimental Syphilis. T. F. Probey.—p. 1 


63: 1667-1698 (Dec. 24) 1948 
Some Qualitative and Quantitative Factors in Nurse Education. 
Ellwynne M. Vree —p. 1667. 
oe of Cercarial Dermatitis in Green Lake, Seattle, Washing- 
ton. F. F. Ferguson.—p. 1692. 


63: 1699-1726 (Dec. 31) 1948 

Trends of Diarrheal Disease Mortality in United States 1941 to 1946, 
Inclusive. F. M. Hemphill.—p. 1699. 

*Q Fever Studies in Southern California: VIII. Recovery of Coxiella 
burneti from Butter Made from Naturally Infected and Unpasteurized 
Milk. W. L. Jellison, R. J. Huebner, M. D. Beck and others. 
—p. 1712. 

Q Fever and Milk.—Jellison and his associates point out 
that the recovery of Q fever organisms from the raw milk of 
four dairies in Los Angeles County was reported previously. 
-The strains isolated were identified by all accepted criteria as 
Coxiella burneti. Subsequently, samples of raw milk from other 
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dairies and from many cows in the same area were found to be 
infectious. The possibility was considered that Q fever organ- 
isms might persist in milk products that are not subjected to 
pasteurization or cooking. Test animals given injections of fresh 
milk, freshly churned butter and buttermilk all survived and 
were bled in thirty days. The serums were tested for Q fever 
antibodies and all were positive at high titer. Of the two test 
animals given injections of butter after it had been stored forty- 
one days at below freezing temperature, one died on the ninth 
day of test from undetermined cause. The other was bled on 
the thirty-second day and the serum sample was positive at high 
titer. Of the 8 animals given injections of butter at the Rocky 
Mountain Laboratory, 3 died before the end of the test period; 
1 was killed for transfer, and a strain of Q fever was estab- 
lished. The 4 remaining animals were bled on the twenty-ninth 
day after injection, and all serums were positive at high titer. 


Rhode Island Medical Journal, Providence 


31:649-704 (Nov.) 1948 


Etiology and Treatment of Chronic Ulcerative Colitis (Non-Specific). 
A. Bassler.—p. 66 

Bilateral Non- Simultaneous Femoral Arterial Embolic Occlusion. J. P. 
Eddy I11.—p. 669. 


South Carolina Medical Assn. Journal, Florence 


44: 349-376 (Nov.) 1948 


Vaginal Spread: Its Usefulness as Diagnostic Aid in 1000 Cases. R. E. 
ibels.—p. 349. 


Outline Af Essential Treatment of Bulbar Poliomyelitis. J. L. Wilson. 
—p?p- 
Drug Rotel T. D. Wyatt.—p. 358. 


44:377-422 (Dec.) 1948 
On Friendliness. R. Fitz.—p. 377. 
SYMPOSIUM ON MANAGEMENT OF CHRONIC DISEASES OF 
MIDDLE LIFE 


Some Aspects of Surgery of Hypertension. W. H. Bridgers.—p. 381. 

Chronic Pulmonary Disease. R. B. Smith.—p. 382. 

Surgical Treatment of Chronic Pulmonary Diseases. D. Wilson. 
—p. 384, 

Menopausal and Mid-Life Depressions: Psychiatric Management. W. P. 
Beckman.—p. 385. 

Treatment of Menopause. J. M. Fleming.—p. 385. 

Some Aspects of Chronic Orthopedic Disease. J. A. Seigling.—p. 387. 

Rehabilitation. G. S. T. Peeples.—p. 389. 


South Dakota Journal of Medicine, Sioux Falls 


1:418-441 (Nov.) 1948 
sige Ban Treatment of Lymphoma and Leukemia. E. D. Bayrd. 
Poe then Tolerance of Lugol’s Solution and Organidin in Man. D. 


Slaughter.—p. 425. 
1:442-465 (Dec.) 1948 
Therapeutic Anesthesiology. R. M. ge 93 ——p. 442. 
Thoracic Tumors. T. J. Kinsella.—p. 445. 
Nursing Problem in South Dakota. R. G. Mayer.—p. 451. 


Southwestern Medicine, El Paso, Texas 
28 :69-84 (Dec.) 1948 


Current Trends in Surgical Treatment of Lesions of Stomach and Duo- 
denum. R. M. Zollinger and S. O. Hoerr.—p. 73. 


29:1-20 (Jan.) 1949 
Late Effect of Fractures about Joints of Lower Extremity. R. K. 


G ley.—p. 7. 
Surgical Treatment of Hypertension. L. Villareal.—p. 13. 


Texas State Journal of Medicine, Fort Worth 
44:561-634 (Dec.) 1948 


Tuberculosis and General Practitioner. R. B. Homan Jr.—p. 568. 
ly Tuberculous Pulmonary Lesion and Its Management. D. E. 
Jenkins.—p. 571. 

Indications for Pulmonary Resection. G. ‘Yv. Brindley Jr.—p. 577. 

Survey of Methods for Detection and Measurement of Ionizing Radiation. 
L. M. Garrett.—p. 580. 

Plain Roentgenogram of Skull. R. H. Millwee.—p. 584. 

New Developments in Irradiation Therapy of Cancer of Uterine Cervix. 
C. L. Martin.—p. 587. 

Prognostic Significance of Vaginal Smear After Irradiation of Uterine 
Carcinoma. Grossman, W. P. Lochte and W. W. Coulter Sr. 


—p. 594 

Abuses al Uses ef Des Stilbestrol in Obstetrics and rey: 
Further Report on Toxicity. K. J. Karnaky.—p. 596 

Medicine Men and Doctors. L. S. Goin.—p. 600. 
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An asterisk (*) before a title indicates that the article is abstracted. 
Single case reports and trials of new drugs are usually omitted 


Australian J. of Exper. Biol. and M. Science, Adelaide 
26:465-565 (Nov.) 1948. Partial Index 


*Experimental Salmonella Infections in Australian Cockroaches. 
Mackerras and P. Pope. —p. 465. 

Reaction of Perfusion Fluids in Long Lasting Experiments. F. Lippay, 
G. G. Mitchell and B. J. Potter.—p. 471. 

Sodium, Potassium Balance in Cells. C. J. Stratmann and R. D. Wright. 


I, M. 


Cardiac Aneurysms: Mechanical Analysis of Their Formation. T. E. 
Lowe and E. R. Love.—p. 497. 


ae ee on Life-Cycle of Plasmodium Malariae. M. J. Mackerras 
nd Q. N. Ercole.—p. 515. 


Fibrinolysis Following —w Induced Convulsions, P. Fanti and 

Shirley E. Simon.—p. 521 
Metabolism of Erythrocytes. P. M. Nossal.—p. 531. 

Experimental Salmonella Infections in Cockroaches.— 
Mackerras and Pope infected four species of cockroaches with 
five species of Salmonella, about 75 per cent of insects tested 
becoming infected and 15 per cent retaining their infections for 
more than a fortnight. Viable Salmonella organisms were ex- 
creted in the feces up to forty days from infection. The purpose 
of the work was to determine whether cockroaches would act 
as vectors or even as temporary reservoirs of Salmonella in- 
fections. The authors believe that that purpose has been fulfilled. 


British Journal of Radiology, London 
21:583-642 (Dec.) 1948 
SYMPOSIUM ON CARCINOMA OF BREAST 


Results from Statistical Research. J. Clemmesen.—p. 583. 
*“Precancerous Conditions” of Breast. E. K. Dawson.—p. 590. 
Prognosis in Carcinoma of Breast. R. W. Scarff. —- 594. 
Discussion on Carcinoma of Breast. S. Cade.—p. 596 
Value of Simple Mastectomy and Radiotherapy in Treatment of Can- 
cer of Breast. R. McWhirter.—p. 599. 
Surgical Aspect of Carcinoma of Breast. R. C. B. Ledlie.—p. 610. 
Sail-Like Triangular Projection from Mediastinum: Radiographic Appear- 
ance of Thymus Gland. F Kemp, Helen M. C. Morley and 
Elinor Emrys-Roberts.—p. 618. 
Radiologic Diagnosis of Chronic Amebic Colitis. E. Samuel.—p. 625. 
Mobile Geiger-Miller Tube Counting System and Some of ms Medical 
Applications. R. C. Turner and W. K. Sinclair.—p. 632. 
“Precancerous Conditions” of Breast.—Dawson defines 
cancer as the terminal stage of a long proliferative process 
which eventually produces a malignant tissue. Precancer, in 
the strict sense of a cause-effect relationship, implies the stages 
before actual malignancy emerges; i. e., a condition or con- 
ditions which will go on to cancer, even when the carcinogenic 
agent is withdrawn. There is no lesion in the breast, or in 
any tissue of which one can say, “this will inevitably become 
carcinoma.” In cancer, one is dealing not with one but with 
several unknowns—the carcinogenic agent itself, the mechanism 
by which it produces malignant cells, the stages through which 
the cells pass in this transformation and the time factor; there 
is also, possibly, an ill defined, genetic organ or tissue suscepti- 
bility. Thus the term “precancer” can be used only in the 
sense of antecedent lesions which may later emerge as cancer. 
Adenosis as such does not lead to carcinoma; neither does the 
blue dome cyst; the majority of fatty cysts also eventually 
become quiescent, but with the fatty cyst, and in ducts with 
fatty contents or fatty degeneration of proliferated epithelium 
but little dilatation, there is always the possibility of the forma- 
tion of a progressive epitheliosis which may become definitely 
malignant. or two implications, rather than conclusions, 
seem justified: 1. The pathologist should not be expected to 
give a dogmatic report on a small piece of tissue excised from 
a suspected mammary lesion. With local excision of the clini- 
cally obvious abnormal area, there is no guarantee of what is 
happening or may happen in the rest of the breast. Relevant 
data in the patient’s reproductive history are helpful in the 
interpretation of many hyperplastic appearances, at any age. 
2. Examination of suspected lesions of “chronic mastitis” type, 
as the breast is approaching the cancer age, shows a tissue 
instability suggestive of a to and fro struggle between a degen- 
eration which gradually destroys much of the glandular struc- 
ture, often with residual cyst formation but with later permanent 
quiescence, and a proliferation which becomes progressively 
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atypical and eventually cancerous. The author believes that the 
concept of a sudden development of carcinoma of the breast 
can be rejected. 


British Medical Journal, London 
2:1091-1130 (Dec. 25) 1948 


Nervous and Humoral Control of Gastric Secretion. G. Kahlson.—p. 1091. 

Results + Partial Gastrectomy for Peptic Ulcer. T. W. Mimpriss and 
Ste J. _ Birt.—p. 1095. 

ine Treatment of Undulant Fever. E. F. Scowen 

and —p. 1099. 


Treatment of Anuria. D. A. K. Black and S. W. Stanbury.—p. 1101. 
Splenic Aneurysm and Splenic Enlargement in Pregnancy. H. L. Sheehan 
and N. M. Falkiner.—p. 1105. 
Calcified Cyst of Spleen. J. H. Donovan.—p. 1106. 
Streptomycin-Sulfadiazine in Undulant Fever.—Scowen 
and Garrod point out that when two chemotherapeutic agents 
of partial efficacy are available it is likely that they will have 
an additive if not a synergistic effect when administered to- 
gether. A trial of the combined effect of streptomycin and 
sulfadiazine was therefore indicated in cases of undulant fever. 
Eisele and McCullough reported 1 case of the disease so treated, 
and Scowen and Garrod present 2 additional cases in this 
report. One of these was of several months’ duration and the 
other was recent. Both patients responded to combined treat- 
ment with streptomycin and sulfadiazine, the former with a fall 
in temperature to normal within three days, the second some- 
what more gradually, the temperature reaching normal only 
at the end of the course. They have now been afebrile for six 
and two months, respectively. These observations confirm 
American reports of the efficacy of this treatment. 


Lancet, London 
2:955-996 (Dec. 18) 1948 
Metabolism in Experimental Diabetes Mellitus. F. G. Young.—p. 955. 
*Early Ambulation in Obstetrics and Gynecologic Cases. R. de Soldenhoff. 


—p. 961. 
Some Aspects of Action of Histamine Antagonists. W. A. Bain, F. F. 
do-Isoxazole (NU-445) in Urinary Infections. J. D. 
969. 


_ Hel ier and R, P. Warin. —p. 964. 
~ Fergusson, D. G, Reinold and F. Wrigley.—p. 

Determination of Hemoglobin: VI. Test of We M.R.C. Grey-Wedge 
P er. E. J. King, 1. D. P. Wootton, R. Donaldson and others. 


—p. 971. 
Diagnostic Fluoroscopy at Chest Clinic, W. H. Tattersall.—p. 974. 

Early Ambulation in Obstetric and Gynecologic Cases. 
—According to de Soldenhoff there is considerable variation in 
what is meant by early ambulation. In the United States it 
means getting out of bed in the first twenty-four hours after 
operation or delivery. In some parts of Europe the patient 
walks back from the theater or delivery room. To the author 
early ambulation means to be out of bed on the third postnatal 
or postoperative day, though occasionally he has followed 
Leithauser’s technic of making the patient stand by the bedside 
and cough three or four times within eight hours of operation, 
particularly where pulmonary complications may be expected. 
The results of a year’s trial of such early ambulation are here 
compared with those of a previous year in a survey of 2,735 
admissions, with 1,878 deliveries. The author found that in 
cases of cesarean section, myomectomy and other operations 
that the psychologic response to early rising is most pronounced, 
particularly in cases of repeat cesarean section in women who 
previously had been fourteen days in bed. The patients appear 
to be impressed by their rapid return to normality. Early 
rising is particularly valuable after an abdominal operation, 
because the loss of muscular tone is more rapid and the inter- 
ference with respiration more complete than in any other type 
of case, and recumbency reduces the vital capacity. The author 
is convinced that early ambulation does no immediate harm 
either to obstetric or to gynecologic patients, and it certainly 
allows a much bigger turnover of patients in hospital. It is 
hard on the staff, but a physical therapist saves the nurses 
much work by encouraging patients in their exercises. 


Proceedings of Royal Society of Medicine, London 
41:813-888 (Dec.) 1948. Partial Index 


Hirschsprung’ s Disease. F. D, Stephens.—p. 831. 

Tomograpky in Surgical Tuberculosis. V. Snell.—p. 853. 

Late Results of Tuberculosis of Spine in Children, with Special Refer- 
858. 


ence to Spinal Grafting. D, M. Dunn.—>p. 
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Acta Dermato-Venereologica, Stockholm 


28 : 523-634 (No. 6) 1948. Partial Index 

Research on Some Fundamental Aspects of Contact Eczema. C. H. 
Beek.—p. 523. 

Effect of Tertian Fever upon Epidermal Allergy. E. Hollstrém.—p. 553. 

Effect of Penicillin on Late Congenital Syphilis, with Special Reference 

to Wassermann Reaction. E. Hollstrém and S. Hard.—p. 560. 

“Contribution to Problem of Etiology and Pathogenesis of Psoriasis. 
R. Norrlind.—p. 571. 

Comparative Investigation of Gonorrhea Treated with Penicillin with 
Single Doses and Multiple Doses. T. Romanus.—p. 597. 

*Derris Root as Cause of Occupational Disease in Tropics: Studies on 
Action of Derris on Gold-Fish. R. D. G. Ph. Simons.—p. 601. 
Causation of Psoriasis.—Norrlind published in 1947 inves- 

tigations on the existence of positive agglutination reactions 

with streptococci in patients with psoriasis. He has continued 
these studies and has found that, compared with controls, 
patients with psoriasis show a much higher incidence of posi- 
tive agglutination with streptococci. He assumes that these 
agglutination reactions are brought about by past or present 
streptococcic infections outside of the skin, usually in the 
respiratory tract. Factors which favor this theory are: Patients 
with psoriasis rarely have other skin infections simultaneously ; 
positive streptococcic agglutination reactions are twice as fre- 
quent among patients with psoriasis as among those with other 
skin diseases including pyoderma, and respiratory infections 
occasionally precede the appearance of psoriasis. There are 
factors which suggest that psoriasis, “psoriasis arthropathica” 
and chronic, rheumatic polyarthritis are related, possibly in that 
the infections giving rise to the rheumatic polyarthritis also 
give rise to psoriasis in persons with a predisposition to this 
disease. The author calls attention to the fact that patients 
with arthritis also have a high incidence of positive strepto- 
coccic agglutination reactions and that disorders of the joints 
in patients with psoriasis resemble those in chronic rheumatic 
polyarthritis. A number of factors may play a part in the 
onset of psoriasis. One case is cited in which a throat infection, 

sun bathing, medication with arsenic and pressure from a 

waist band seemed possible causal factors. 


Derris Root as Cause of Occupational Disease.—Simons 
gives an account of clinical pictures observed in employees of 
derris mills. In subjects exposed to derris for a considerable 
period catarrhs and dermatitis usually develop: conjunctivitis 
(scleritis), rhinitis, pharyngitis, laryngitis, balanitis and pos- 
thitis. Eczema may develop on the lips, nostrils and eyelids; 
also on the scrotum, penis and groin. Other symptoms are loss 
of taste and appetite, sensation of tongue swelling, headache, 
nausea and numbness, vomiting, abdominal pain, coma and 
death. The value of medicinal preparations containing derris 
is doubtful. 


Archiv f. Experiment. Path. & Pharmacol., Heidelberg 


205:647-758 (Oct. 7) 1948. Partial Index 

Investigations on Effects of Prolonged Action of Air Mixtures with High 
Oxygen Content in the Presence of Low Total Presure. H. A. Kiihn 
and J. Pichotka.—p. 659. 

Morphogenesis of Pulmonary Some in Oxygen Intoxication. H. A. 

Kihn and J. Pichotka.—p. 

Behavior of Electrolytes in Blond and Tissues Under Increased Carbon 
Dioxide Tensions of Respiratory Air. G. Malorny.—p. 684. 

*General Condition and Changes in Blood Under Influence of Thiouracil 
and 4-Methyl Thiouracil. Lena Fischer, R. Kopf and A. Loeser. 
—p. 730. 

General Condition and Blood Changes Under Influence 
of Thiouracil and 4-Methyl Thiouracil.—Fischer and her 
associates studied the general condition and the blood picture 
of female rats which were treated with thiouracil or with 
4-methyl thiouracil. They found that when these drugs were 
given to young growing rats in daily oral doses of 0.1 or 0.5 
Gm. per kilogram of body weight their increase in body weight 
during twenty-two days of medication was decidedly less than 
in untreated controls. The resistance to intercurrent disorders 
was lessened by both antithyroid substances in proportion to 
the dosage given. The blood picture showed a decrease in the 
number of leukocytes and immature myeloid cell forms. Nuclear 
shifting appeared late in the course of treatment or even after 
treatment had ceased, but it may persist after treatment. It 
was observed only after the administration of the larger doses, 
whereas leukopenias were observed even after the 0.1 Gm. doses. 
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As regards the changes in the blood, there was little difference 
whether thiouracil or 4-methyl thiouracil was given, but the 
other secondary effects were more frequent and severe after 
treatment’ with 0.5 Gm. doses of 4-methyl thiouracil than after 
the same dose of thiouracil. 


Archiv fiir Kinderheilkunde, Stuttgart 


135: 193-252 (No. 4) 1948 


*Specific and Unspecific Rheumatism in Childhood. S. Kiinstler.—p. 193. 
meena f in Children with Changing Dilatation of Skin. J. Jochims. 


Pe Caused by Mitigal in 2 Infants; Remarks on Effect of Sulfur. 
W. Ziegler.—p. 237. 

Rheumatism in Childhood.—Kiinstler distinguishes two 
main types of rheumatism in children, i. e., the specific infec- 
tious rheumatism or “rhcumatismus verus” and the unspecific 
rheumatism with cocci as causative agents. Of 137 children 
with rheumatism who had been treated at the pediatric clinic 
in Cologne during the period from 1934 to 1941, 127 had specific 
infectious rheumatism and 10 had unspecific rheumatism. Treat- 
ment of the 127 patients consisted of large doses of aminopyrine 
for six to eight weeks. Children under 8 years of age were 
given 0.3 Gm. five times daily, and older children received the 
same dose six times daily. The average total dose of the drug 
varied from 55 to 70 Gm. This therapy was combined with 
strict rest in bed and with application of cotton wool packs in 
the presence of pronounced swelling. Aminopyrine was tol- 
erated well by all the patients. There was not a single case 
of agranulocytosis after aminopyrine. Fifty of 64 patients 
with rheumatic arthritis made a complete recovery; there were 
13 among the 64 patients who had had recurrences before the 
treatment and 11 of them recovered. Twenty-one of 41 patients 
with rheumatic arthritis and carditis recovered, 6 of 16 with 
recurrences. Four patients of 12 with rheumatic arthritis asso- 
ciated with pancarditis or pericarditis, 2 of 3 with endocarditis 
and 3 of 7 with pancarditis recovered. Follow-up of 80 patients 
revealed that permanent cure, prevention of recurrences and a 
favorable effect on the carditis resulted from this specific treat- 
ment provided that it was instituted before the dissemination 
of the causative agent of the specific infectious rheumatism and 
before irreversible damage had been caused. Treatment of the 
10 patients with unspecific rheumatism caused by cocci con- 
sisted of elimination of the focus by tonsillectomy or by dental 
treatment. Six of the patients recovered. 


Geburtshilfe und Frauenheilkunde, Stuttgart 


8:731-788 (Nov.) 1948. Partial Index 
Roentgenologic Aspects of Malformations of Uterus with Respect to Its 
unction. ilipp.—p. 731. 
Experiences with re Sleep. R. Stewens.—p. 746. 
*Simple Method ‘for Detection of Erythroblastosis in the Newborn. 

P. Dahr.—p. 752. 

Fetal Erythroblastosis without Rh Agglutination. H. Hartenauer.—p. 756. 
Question of Dependence of Prothrombin Content of Blood on Menstrual 

Cycle. H. Bayerle and R. Marx.—p. 767. 

Simple Method for Detection of Erythroblastosis in 
the Newborn.—Dahr places on a slide one drop each of AB 
serum and of isotonic sodium chloride solution. The two drops 
should not be applied by means of the same pipet. A trace of 
blood from the umbilical cord of the newborn infant is brought 
into the drop of AB serum and also into the isotonic sodium 
chloride solution. If the umbilical blood is introduced by means 
of a slide, different corners of the slide should be used for 
introduction into the two drops. The drops are stirred and 
spread out until a uniform mixture has been obtained. After 
about two minutes the slide is rocked back and forth, and this 
is repeated from time to time. The reaction can be read at 
the end of twenty minutes. If the blood of the newborn infant 
contains univalent Rh antibodies, they become activated by the 
x-protein contained in the AB serum, and as a result a fine 
granular agglutination is visible, but in the sodium chloride 
mixture no agglutination is evident. The reaction can be read 
with the naked eye or with a reading glass; microscopic exam- 
ination is unnecessary. If no agglutination is visible in the 
AB serum, either the infant does not have erythroblastosis or, 
if he does have it, univalent Rh antibodies are lacking. Thus 
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the method is reliable only if it is positive. It has the advan- 
tage that it is simple and rapid. If it is positive, transfusion 
into the vein of the umbilical cord can be begun at once without 
waiting for tests on the blood of the parents. 


Presse Médicale, Paris 
56:865-880 (Dec. 11) 1948. Partial Index 


*Allergic Dermatitis Caused by Streptomycin in Nursing Personnel. 
A. Touraine and R. Pichon.—p. 865. 

Splenectomy for Renal Infarct in Course of Osler’s Disease. D. Giraud, 
A. Camelin, H. Garnung and A. Tarel.—p. 866. 

Differential Diagnosis of Excito-Motor Convulsions by Means of Anes- 
thesia Induced by Intravenous Administration of Barbiturate. R. Tar- 
gowla and A. Feder.—p. 868. 

Allergic Dermatitis from Streptomycin in Nurses. — 
Touraine and Pichon point out that after reports appeared in 
different countries indicating that in some nurses who handle 
streptomycin mucocutaneous lesions develop, the public health 
authorities in France issued a circular drawing attention to this 
fact and suggested that these disorders might be prevented by 
having the nurses wear rubber gloves and protective glasses 
and by excluding from the handling of streptomycin those 
nurses who are sensitive to it. The sensitivity usually becomes 
evident after several months of contact with streptomycin. It 
manifests itself in the form of general malaise, blepherocon- 
junctivitis and dermatitis on the uncovered parts of the body. 

ese mucocutaneous lesions are generally mild and disappear 
when contact ceases, but recur when contact is resumed. Since 
they are due to progressive allergic sensitization, nursing per- 
sonnel susceptible to them can be detected by cutaneous tests. 


Revista de la Asociacién Méd. Argentina, Buenos Aires 


62:617-722 (Nov. 15-30) 1948. Partial Index 
*Epidemic Anemic-Hematuric Syndrome. J. Brage Villar.—p. 649. 
*Clinical Diagnosis of Cancer of Lung. G. H. Alvarez.—p. 690. 

Epidemic Syndrome of Anemia and Hematuria.— 
According to Brage Villar, this syndrome was observed sporadi- 
cally in certain regions of the Province of Entre Rios. Since 
1947 it has been epidemic and in apparent relation with the 
aggravation and subsidence of a regional disease in cows. The 
disease is more frequent in children than in infants and ado- 
lescents and it is rare in adults. The syndrome occurs either 
in winter or in summer with prodromal symptoms, subacute 
hypochromic anemia, asthenia, tachycardia, fever and vesiculo- 
erythematous dermatitis of the body common to both forms. 
The predominant symptom in both forms is subacute anemia. 
Mixed forms can be observed. The predominant early symp- 
toms in winter are anemia and renal disorders. Edema, dyspnea, 
oliguria, hematuria, albuminuria and cylindruria appear in the 
course of the disease. The predominant symptoms, in summer, 
are lack of appetite, nervousness, vomiting, fetid diarrhea, gas- 
tralgia, jaundice and dehydration. The prognosis is favorable. 
Early and continuous rehydration of the patient is of impor- 
tance. The treatment consists in administration of nonmercurial 
diuretics in patients with renal disorders and antidiarrheal drugs, 
vitamins, nicotinic acid, liver extract and iron in the entero- 
hepatic forms. Sedatives in the presence of nervousness, the 
treatment of the cutaneous lesions and proper diet are of impor- 
tance. The convalescence is of long duration, but as a rule it 
is without complications. The author concludes that the dis- 
ease seems to be caused by a benign lesion of the reticuloendo- 
thelial system. Antibiotics are of no value. 

Cancer of Lung.—According to Alvarez, an early diagnosis 
of cancer of the lung can be made for the purpose of resection 
of the tumor. He carried out successful resection in 47 patients 
with an early diagnosis. The earliest syndrome of the disease 
is the bronchial syndrome, either catarrhal or hemoptoic and 
a rheumatoid syndrome of the type of Bamberger-Marie. The 
bronchial syndrome appeared in 24 out of the total number of 
47 patients, whereas the rheumatoid syndrome appeared in 12. 
The rheumatoid syndrome appeared earlier than the bronchial 
and when associated with a roentgen tumor shadow in the lung 
was diagnostic in 90 per cent of the cases. The author advises 
in a ig any of the mentioned syndromes to verify the 

(1) roentgen examination of the chest in the 
frontal a Saarat views and (2) by biopsy obtained by bron- 
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choscopy. Before the operation the differential diagnosis between 
cancer and chronic suppuration of the lung is made by the 
administration of antibiotics. Cancer of the lung and infiltrative 
types of pulmonary tuberculosis are differentiated by inoculation 
of guinea pigs with material obtained by bronchial aspiration. 
In pulmonary hydatidosis and pulmonary mycosis the operation 
is indicated. The diagnosis is made during the operation. 
Cancer of the lung is curable by early surgical intervention. 
The operation is contraindicated: (1) in certain types of hyper- 
acute early course, (2) in presence of local or remote metastases, 
(3) in heart disease with decompensation and (4) in cachexia 
in extremely old patients. Infected cancer can be rendered 
operable by administration of antibiotics. 


Schweizerische medizinische Wochenschrift, Basel 
78 : 1213-1236 (Dec. 18) 1948 


Pharmacology of Para-Aminosalicylic Acid; Demonstration, Distribution 
in the Organism and Renal Elimination. L. Ragaz.—p. 1213 

*Chemotherapy of Tuberculosis with Para-Aminosalicylic Acid. H. Steinlin 
and E. Wilhelmi.—p. 1219. 

Pathogenesis of Red (Essential) mat Hypertension and of Malignant 
Sclerosis. F. Volhard.—p. 12 

*Can Adhesions Result from PA Administration of Penicillin 
During Surgical Intervention? U. von Ritte—p. 1229. 


Effect of Inhalation Narcosis on Inactivation of Thrombin. L. A. Palos. 
—p. 1230. 
Para-Aminosalicylic Acid in Tuberculosis.—Steinlin and 


Wilhelmi treated 103 tuberculous patients with para-amino- 
salicylic acid. Fifty of these patients were given the sodium 
salt of para-aminosalicylic acid by mouth, 10 dragées (3 Gm. 
free acid) four times daily, with a total daily dose of 12 Gm. 
free acid. Twenty-four of the 50 patients were treated with 
para-aminosalicylic acid exclusively and 26 were given in addi- 
tion 0.5 Gm. of streptomycin twice a day, with a total dose of 
100 Gm. of streptomycin. Fifty-three patients, 47 of them with 
pleural empyema and exudate, Were treated locally with a 10 
per cent solution of para-aminosalicylic acid in isotonic solution 
of sodium chloride or distilled water. Sixteen of these 53 
patients were given dragées simultaneously. In a large per- 
centage of the patients temperature, blood sedimentation rate, 
cough, expectoration and presence of bacilli in the sputum were 
influenced favorably. Still more regular and more intensive 
was the effect of the drug on the general condition, appetite, 
body weight and hemoglobin content of blood. Thus collapse 
treatment and other necessary surgical interventions could be 
carried out which were not feasible before. Treatment with 
para-aminosalicylic acid was continued for four to six months. 
The exudate subsided and small cavities disappeared. In several 
patients with severe pulmonary tuberculosis whose reactions 

d been positive for a long time, the sputum became negative 
and a no longer expected phase of recovery was induced by 
para-aminosalicylic acid alone. The effect of the drug seems 
to be more beneficial when combined with streptomycin. The 
tolerance of the para-aminosalicylic acid was in general satis- 
factory; toxic phenomena did not occur. The local treatment 
with para-aminosalicylic acid was highly effective in tubercu- 
lous exudates and empyemas. The local treatment of cavities 
and fistulas offers a favorable prognosis provided that an appro- 
priate technic is employed. 

Intraperitoneal Penicillin and Adhesions. — Von Riitte 
injected 30,000 units of penicillin into the peritoneal cavity and 
20,000 units of penicillin into the abdominal wall of a woman 
aged 40 in whom the uterine cavity was opened during the 
removal of a submucosal myoma. Extensive adhesions between 
intestine and omentum, and between uterus and intestine, were 
observed two weeks later when a total hysterectomy was per- 
formed because of sarcomatous degeneration of the removed 
myomatous node. Laboratory experiments on guinea pigs 
revealed that injections of purified crystalline penicillin produce 
anaphylactic signs of irritation in the animals. Adhesions were 
not produced by intraperitoneal administration of high doses of 
penicillin (50,000 units) in guinea pigs, mice and rats. It is 


suggested that the case of the woman reported may be one of 
a rare hypersensibility of the sarcomatous, injured tissue to 
penicillin, resulting in adhesions and delayed wound healing. 
Similar cases have not been observed. Additional evidence is 
required to confirm the possibility of the oecurrence of adhesions 
in tissues in which changes have occurred. 
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The Physiology of the Eye. By Hugh Davson, D.Sc., Honorary Research 
Associate, University College, London. With a foreword by Sir Stewart 
Duke-Elder, K.C.V.0., M.A., M.D. Cloth. Price, $7.50. Pp. 451, with 301 
iliusirations. The Blakiston Company, Division of Doubleday Company 
Inc., 1012 Walnut St., Philadelphia 5; Toronto 2, Canada, 1949. 

This treatise is designed especially for students, opticians 
and general practitioners who desire an introduction to or a 
quick reference to physiology of the human eye. It is written 
in clear style, and subjects of considerable complexity are 
discussed in a manner that makes them comparatively simple 
to understand. Exhaustive research in published textbooks and 
current literature on the part of the author has made it possible 
for him to choose the important and significant phases of 
physiology and to present them with reservations rather than 
to ieave the selection to the uninitiated and inexperienced to 
attempt to obtain a clear understanding of problems that are 
still the subject of incompatible theories. The drawings are 
all clearly made and clearly explained so as to avoid confusion. 
The optical properties of the eye are described according to 
the best accepted explanations of visual function and ocular 
motility. 

The contents are divided into five sections. The sections on 
mechanism of vision and muscular mechanics are comprehensive 
but condensed. The volume contains 435 pages of text. There 
is an addendum of key references for the convenience of those 
who wish to carry special investigations to a further extent 
than this volume permits.. The author supports the Young- 
Helmholtz theory of color vision’ as a generalization and 
through references to current studies indicates his preference 
for this theory over others since proposed and no more 
provable. The volume well fulfils its purpose and will be 
a welcome addition to the list of new books available to 
students. 


Diseases of the Nose, Throat and Ear. By William Lincoln Bail 


D., 
Sochanat and Acting Chairman of the Department of Otolaryngology, 
Northwestern University School of Medicine, Chicago. Assisted by John 
Jacob Ballenger, B.S., M.D. Ninth edition. Cloth. Price, $12.50. Pp. 
993, with 613 illustrations. Lea & Febiger, 600 S. Washington Sq., 
Philadelphia 6, 1947. 

The appearance of the ninth edition of this work is evidence 
of its continuing value. As always, this text remains well and 
profusely illustrated. The concern of the authors for a neces- 
sary knowledge on the part of the reader of the anatomy, 
physiology and pathology of the diseases in the areas involved 
is obvious from the large amount of space alloted to their 
discussion. There is a whole new and ably illustrated portion 
on rhinoplasty. There appears, as well, for the first time, a 
chapter of considerable value on the headaches and neuralgias 
of the face and neck region. Several chapters which have long 
been considered unusually complete and authoritative have been 
brought up to date. These concern themselves with peroral 
endoscopy and those portions relating to the physiology and 
the testing of the inner ear labyrinth as well as its inflammatory 
diseases. This textbook remains a valuable guide to the dis- 
eases of the ear, nose and throat. 


The Normal and Pathological cenntiees of Pregnancy. Proceedings 
of the Conference of the Committee on Human Reproduction of the 
National Research Council, on Behalf of the National Committee on 
Maternal Health, held in New York City, January 1948. Reprinted from 


Obstetrical & Gynecological Survey, Vol. III, No. 5, October, 1948. 
Cloth. Price, $2.75. Pp. 176, with illustrations. Williams & Wilkins 
Co., Mt. Royal & Guilford Aves., Baltimore 2, 1948. 


This book contains fourteen articles read at a conference 
sponsored by the Committee on Human Reproduction in New 
York City Jan. 30-31, 1948. The general subject under dis- 
cussion was “The Normal and Pathological Physiology cf 
Pregnancy,” and the fourteen papers read were as follows: 
“Some Functional Activities of Trophoblast,” by George B. 
Wislocki, Edward W. Dempsey and Don Wayne Faweett; 
“Placental Dysfunction in Eclamptogenic Toxemias,’ by 
Ernest W. Page; “Patterns of Uterine Contractions in Women 
During Pregnancy,” by S. R. M. Reynolds, L. M. Hellman 
and P. Bruns; “Pregnancy and the Thyroid Gland,” by John 


enger, 
F.A.C.S., and Howard Charles Ballenger, M.D., F.A.C.S., Associate 
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P. Peters, Evelyn B. Man and Martin Heinemann; “The 
Excretion of Various Hormone Metabolites in Normal 


Pregnancy,” by Eleanor Venning; “Urinary Excretion of 
Ketosteroids in Pregnancy,’ by Konrad Dobriner, Seymour 
Liberman, C. P. Rhoads and Howard C. Taylor Jr.; “Endo- 
crine Patterns in Abortion,” by Eleanor Delfs and G. E. 
Seegar Jones; “Experimental Studies on Nutrition in Preg- 
nancy,” by Josef Warkany; “The Biochemical Assessment 
of Nutritional Status During Pregnancy,” by William J. 
Darby, Richard O. Cannon and Margaret M. Kaser; “Nutri- 
tional Needs in Pregnancy in Relation to Nutritional Intakes 
as Shown by Dietary Histories,” by Bertha S. Burke; “Diet 
Studies in Pregnant Patients,” by W. J. Dieckmann and 
others; “Hemorrhagic Tendencies in Toxemia of Pregnancy” 
(Practical Evaluation and Management), by Foster S. Kellogg; 
“Liver Function in Pregnancy,” by Equinn W. Munnell, and 
“The Clinical Management of the Late Toxemias of Preg- 
nancy,” by S. A. Cosgrove and Leon C. Chesley. 

This book deserves careful study because it contains a great 
deal of valuable information, it is distinctly authoritative and it 
reveals what important strides are being made in the problems 
of human reproduction. All of the articles are important 
presentations. The book should be in the hands of every one 
interested in human reproduction and maternal health. 


The Management of Binocular Imbalance. By Emanuel Krimsky, 
M.D., Adjunct Professor* of Ophthalmology, New York Polyclinic Medical 
School, Brooklyn. Cloth. Price, $12.50. Pp. 464, with 200 illustrations. 
Lea & Febiger, 600 S. Washington Sq., Philadelphia 6, 1948. 

American Ophthalmology is justly proud of its progress in 
the study of correction of ocular muscle imbalance. There 
have recently appeared a number of splendid books by our 
authors which have presented this complex subject from two 
points of view, the objective anatomic evidence and measure- 
ment (Duane, White and others) and the neuromuscular 
concept (Lancaster, Adler, Cogan and others) and approach. 
Dr. Krimsky’s well written and illustrated book is a worthy 
addition to this growing shelf of fine books by American 
authors. He very ably coordinates the two schools of approach 
and points out that neither one entirely satisfies the require- 
ments in all cases. 

He has resurrected the corneal light reflex of Hirschberg, 
Priestley-Smith and others, from the limbo of neglected tests 
for ocular muscle imbalance and by combining it with prism 
measurements of its displacement in squint has developed a 
rapid and accurate method of measurement of the angle of 
squint and the obtaining of useful clinical data, for example 
in the determination of abnormal retinal correspondenée. The 
reflex prism test will be widely used. The book gives evidence 
of profound thought, study and originality. It is not easy 
reading but repays careful attention. 


Maladie de famine: Recherches cliniques sur la famine exécutées dans 
le ghetto de Varsovie en 1942. RKedacteur en chef: Dr. med. Emil Apfel- 
baum. Paper. Pp. 264, with illustrations. Warsaw; American Jewish 
Joint Distribution Committee, Inc., Suite 800, 270 Madison Ave., New 


York 16, 1946. 


This is a terrible and inspiring document, the account, largely 


posthumous, of the studies made in the Warsaw Ghetto by the 


physicians and scientists who set about to gain scientific know!- 
edge from their own extermination by the Nazis. Behind the 
barricades of the Ghetto 43,000 persons died of starvation in a 
year, but the experiment was terminated by the technical 
improvement of the gas chambers, which accounted for 250,000 
persons in two months. Some few escaped to carry away the 
manuscript notes which are here presented as the matter of fact 
records of clinical observations, controlled experiments and 
autopsy findings, the latter numbering 3,658 cases of famine 
death 

Most of the results are presented in verbal descriptions and 
generalizations with a minimum of numerical data or detailed 
case histories and almost a complete absence of statistical 
analysis. The lack of details about methods is also a serious 
fault, as is the fact that the authors were apparently almost 
totally unacquainted with the world literature on starvation and 
nutrition, In spite of such defects, the book is of great value 
in presenting, for the first time, the picture of active and pro- 
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gressive starvation in a whole population. The emphasis is on 
pathologic changes and symptoms, but there were many con- 
trolled experiments and measurements on groups selected to 
represent “pure” uncomplicated starvation. The disappearance 
of reactivity to epinephrine, to insulin and to tuberculin tests 
was striking. There are only few data on the incidence and 
course of concomitant disease, but several features are notable. 
Infectious disease was, with the exception of typhus and tubercu- 
losis, unimportant, and some diseases, like measles, ran an excep- 
tionally mild course. Rheumatic fever virtually disappeared. 
As elsewhere in starving areas of Europe in World War II, the 
manifestations of vitamin deficiencies were remarkable for their 
absence. There is no information about psychiatric or psycho- 
logic problems, though studies on these questions should have 
been most instructive. 

One must believe that the original materials from which the 
present book was written contain more than here shown. The 
whole would seem to merit a fuller presentation, perhaps in 
English and with the benefit of more systematic editing, but 
even in the present form the book can be recommended to a 
large audience. 


Index to the Literature of Experimental Cancer Research 1900-1935. 
Prepared by Donner Foundation, Incorporated (originally International 
Cancer Research Foundation), Philadelphia, Pa. Cloth. Pp. 1057. Don- 
ner Foundation, Inc., 2136 Land Title Building, Broad & Sansom Sts., 
Philadelphia 10, 1948. 

This volume is a compilation of ali articles bearing on 
experimental cancer research published between the years 1900 
and 1935. The compilors state that the importance or sig- 
nificance of the papers included was not considered and that 
the bibliography, therefore, is in no way a critical one. A 
separate author index with complete bibliographic reference 
is included. The subject index is published separately with 
excellent selection of detailed subject headings and with many 
helpful cross references. The publication of this volume is 
timely; it will be an important tool to the cancer research 
worker. 


Die Durchleuchtungstechnik der Thoraxorgane. Von E. A. Zimmer, 
Privatdozent an der Universitat Basel, Basel, Switzerland. Second edition. 
Cloth. Price, 12.50 Swiss francs. Pp. 119, with 67 illustrations. Benno 
Schwabe, Klosterberg 27, Basel 10; imported by Grune & Stratton, Inc., 
381 4th Ave., New York 16, 1949. 

The second edition, like the first, is a small handbook of a 
little over 100 pages, intended to serve as a guide in fluoroscopy 
of the chest. Descriptions are included of the technical appa- 
ratus and roentgenoscopic methods and findings. Detailed 
instruction is offered concerning protection against electrical 
and irradiation dangers for the patient and the physician; the 
necessary preparation of the eyes, and the findings, normal 
and pathologic, in fluoroscopy of the thoracic organs. 


The Hospital Purchasing File. Established 1919 as the Hospital Year- 
book by the Modern Hospital Publishing Co., Inc. Twenty-sixth edition, 
1948-1949. Boards. No pagination. Purchasing Files, Inc., 919 North 
Michigan Ave., Chicago 11, 1948. 

The present volume on hospital products and purchasing fol- 
lows the pattern of previous editions. As in former years, the 
book contains a vast amount of information including a classi- 
fied list of hospital products, an alphabetic list of manufacturers 
and distributors and sixteen groups of manufacturers’ catalogs 
arranged on a departmental basis with further subdivision into 
types of products. The catalogs concern the hospital adminis- 
trative departments, dietary services, housekeeping, laundry, 
building construction and maintenance, plant operations, pro- 
fessional equipment and facilities relating to surgery, obstetrics, 
hospital nurseries, anesthesia, oxygen therapy, roentgenologic 
and laboratory services, hospital pharmacy and physical and 
occupational therapy. 

Planning and reterence data are also presented which inciude 
check lists for 50, 100 and 200 bed general hospitals, with direc- 
tions for the planning of x-ray and laboratory departments, 
rehabilitation facilities, dietary functions, ward and private ser- 
vices, surgical department and housing and educational facilities 
for nurses. For convenience of reference there are additional 


lists of hospital associations and federal and other national 
There has also 


agencies serving the hospital and allied fields. 
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been added in this present issue a valuable index of the editorial 
reference material published in previous editions from 1940 to 
1948. 

All of this material, which has been carefully compiled and 
well organized, will be welcomed by hospital administrators and 
other personnel concerned with the construction, operation 
and maintenance of hospital services. 


Chemical Analysis: A Series of Monographs on Analytical Chemistry 
and its Applications. Editors: Beverly L. Clarke and I. M. Kolthoff. 
Volume V: Aquametry: Application of the Karl Fischer Reagent to 
Quantitative Analyses Involving Water. By John Mitchell, Jr., M.S., end 
Donald Milton Smith, Ph.D. Cloth. Price, $8. Pp. 444, with 51 illustra- 
tions. Interscience Publishers, Inc., 215 Fourth Ave,, New York 3, 1948. 

The authors have performed a valuable service to analytical 
chemistry by combining in a single volume a large portion oi 
the information available in the literature and at the author’s 
laboratory on the application of the Karl Fischer reagent to 
quantitative analyses involving water. The Karl Fischer reagent 
is a solution of iodine, pyridine and sulfur dioxide in methanol. 
It is the basis of one of the most rapid titrimetric procedures 
available for the determination of any quantity of water in 
organic and inorganic materials. 

Part I of the book considers the determination of water in 
various organic and inorganic materials. The method is espe- 
cially valuable when the system contains nonaqueous volatile 
components or when a component decomposes on heating. 

Part II deals with the quantitative determination of organic 
functional groups which can enter into reactions involving the 
liberation or consumption of water. The following is a partial 
list of such functional groups: alcoholic hydroxyl, carboxy], 
acid anhydride, carbonyl, amino, nitrile, ester and peroxide. 

The text provides sufficient detail to permit laboratory deter- 
minations without further references. An excellent index is 
provided. This book is recommended as a valuable addition to 
any medical or biologic chemistry library. 


La Marihuana en la America Latina: La Amenza Que Constituye. 
Por Pablo Osvaldo Wolff, Doctor en medicina y filosofia. Paper. Pp. 55. 
Libreria y editorial ‘‘El Ateneo,” Florida 340—Cérdéba 2099, Buenos 
Aires, 1948. 

The title “La Marihuana en la America Latina” does not do 
justice to the wide scope of this monograph. While Dr. Wolff 
has placed particular emphasis on Latin American aspects, his 
discussion is of general application and interest. He has made 
a painstaking review of information on the abuse of cannabis. 
It is a much needed compilation of current knowledge in one 
volume. The author has done his usual erudite, well docu- 
mented job. The style is interesting, and the book is recom- 
mended to readers desiring a comprehensive and accurate view 
of this field. The bibliography is extensive. An English 
translation is being printed. 


Manual of Public Health Hygiene. By J. R. Currie, M.A., M.D., LL.D., 
County Medical Officer of Buteshire and Medical Officer of Health of the 
Royal Burgh of Rothesay, and A. G. Mearns, M.D., B.Sc., D.P.H. Third 
edition. Cloth. Price, $9. Pp. 724, with 216 illustrations. Williams & 
Wilkins, Mt. Royal & Guilford Aves., Baltimore 2, 1948. 

In this third edition of the well known textbook 122 new 
figures and 32 new tables have been added by the authors, 
who have produced a thoroughly revised and comprehensive 
volume. New sections include health education and medical 
climatology. Discussion and proposed use of fumigation receive 
more emphasis than given in some texts in the United States. 


-In general, the information presented is sound. 


From a concluding section entitled The Social Vista, the 
following passage deserves quotation to illustrate the con- 
structive approach: 

“The complex problem of the aged will be solved only when 
the geriatrist, the economist, the almoner, the health visitor 
and the social worker cooperate, under cenirai direction, to 
encompass the difficulties which beset the later years. By 
whatever means they are to be achieved, the aims are clear. 
They are the fullest possible restoration to health and happiness 
of those whose days of service are over; and the provision 
for them of an environment in which physical comfort and 
mental tranquillity combine to give in their lives peace at 
eventide.” 
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'’~ ester of diiodobrassidic acid, contains 41 per cent iodine. 
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QUERIES AND 


Queries and Minor Notes 


THE ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES, THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY. 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED. EVERY LETTER MUST CONTAIN THE WRITER'S NAME AND 
ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST. 


BREAST FEEDING DURING PREGNANCY 
To the Editor:—What is the effect on mother and baby if the baby is 
nursing and the mother becomes pregnant? Has work been done to explain 
the altered physiology? M. K. Braly, M.D., Mooreland, Okla. 


ANnsweER.—The English literature does not help much in 
appraising the value of milk from pregnant mothers. Finkel- 
stein stated that pregnancy upsets the breast-fed infant. Holt 
and McIntosh stated that milk from a toxemic patient may be 
toxic to the infant. Sedgwich stated that clinical evidence did 
not indicate that such milk was harmful. Mitchell and Nelson 
were of the opinion that after the first month of pregnancy 
breast milk was contraindicated. None of these opinions were 
substantiated with adequate scientific data. However, three 
articles in the Japanese literature reported an infant disease 
called “atomitsuwari,” apparently associated with breast feeding 
from pregnant mothers. 

Arakawa devised a test which indicates the amount of peroxi- 
dase in milk. The absence of this substance (negative Arakawa) 
is found to be associated with the following: (1) nutritional 
disturbances of infants, (2) all milk from pregnant mothers and 
(3) diseases of infants of unknown relationship to breast feeding 
during pregnancy. Infants who were fed milk which lacked 
peroxidase (negative Arakawa) showed symptoms of dyspepsia, 
anemia, thrombocytosis and large platelets, findings which 
became more pronounced with the continued use of negative 
milks. After the administration of vitamin B for a long period 
the mother’s milk became less toxic and the baby’s plateiets 
became normal. However, in some instances the babies became 
so ill that weaning from the breast was imperative. 

The onset of pregnancy in a lactating woman is not an 
immediate indication for weaning from the breast. The baby 
should be watched closely, and, if any of the symptoms mentioned 
develop, the infant should then be changed to artificial feeding. 


THERAPEUTIC LIPIODOL® 
To the Editor:—Lipiodol® is used for roentgenographic visualization of hollow 
viscera and sinuses. | have seen it used frequently in the treatment of 
bronchial asthma and bronchitis. hao harmful effects occur following the 
frequent instillation of lipiodol® into the trachea and bronchi? Does it 
cause pneumonitis? M.D., North Carolina. 


ANswer.—Instillations of iodized oil, chiefly lipiodol,® are 
used for both diagnosis and treatment. They are essential in 
confirming the diagnosis of bronchiectasis, as they reveal the 
condition of the bronchial tree more clearly and thoroughly 
than any other method of examination, including bronchoscopy. 

Therapeutically, the procedure has stirred up a storm of 
criticism. Lipiodol® is an iodized poppyseed oil containing 
40 per cent iodine in organic combination. Lipoiodine,® the ethyl 
These 
substances are usually coughed up quickly, or they may be 
slowly absorbed. Occasionally, they may remain in the lungs 
for long periods. Flamm reported retention in 2 cases for one 
and two years, respectively, with continued severe asthma, 
which the author believed due to areas of pneumonitis around 
the residual oil; 1 of these patients also had symptoms of iodism. 

The therapeutic use of iodized oil followed the observation 


that in some asthmatic patients improvement occurred after the. 


diagnostic instillation of lipiodol.® The iodine in the oil prob- 
ably does not act as an antiseptic, but the oil is heavier than 
sputum and is, therefore, supposed to displace the sputum from 
the lowest air passages, so that expectoration is facilitated. The 
lubrication of inspissated mucous plugs may also be a factor. 

The earlier reports were rather enthusiastic. Anderson 
reported “complete reliet” tor one to eight years in YU per cent 
of 200 cases of asthma in which the average duration was twelve 
years; failure occurred in only 20 cases (10 per cent). Later 
reports were more conservative, and workers have once again 
urged that the procedure cannot hope to obtain the good results 
which can usually be secured by correct allergy surveys, 
followed by specific avoidance, with or without ny POSSE 
Moore treated asthmatic patients who had not ided by 
the usual allergy regimen. He instilled iodized oil one yer 
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and eighty-nine times in 35 patients: 3 were made worse (8.5 
per cent); 13 unimproved (37.2 per cent); 10 improved (28.6 
per cent), and 9 had good results (25.5 per cent). In 1 patient 
acute iodism developed. 

Replies to a questionnaire sent to sixty-four doctors were as 
follows : About one third of the doctors were still using the oil, 
but only in a few selected cases; in 267 cases of bronchial 
asthma, failure occurred in 73.4 per cent, improvement in 24.7 
per cent, and “cure” in 1.9 per cent. In 39 cases of asthmatic 
bronchitis, failure occurred in 76.4 per cent, improvement in 
22.8 per cent, and “cure” in 0.8 per cent. Most workers were 
either opposed to the method or apathetic. Criep and Hampsey 
also noted untoward reactions due to idiosyncrasy to iodine or 
poppyseed, circulatory failure, spread of infection or pulmonary 
damage. Fatalities can occur, and they conclude that the pro- 
cedure can only bring temporary relief in a small percentage 
and that it is not without danger. 

In summary, good results can be obtained in some cases, and 
untoward reactions can be minimized by observing proper pre- 
cautions and by the preliminary administration of the oil to 
test for sensitivity to iodine or poppyseed oil. The procedure, 
if used at all, should be limited to asthmatic patients, with or 
without associated bronchiectasis, who have not responded to 
the usual antiallergy regimen. One should add that severe 
reactions, sometimes fatal, have occurred from the use of cocaine 
or one of its derivatives during the procedure, especially if the 
procedure is carried out bronchoscopically. 


FAMILIAL BOWING OF LEGS 

To the Editor:—What is the correct procedure to follow in the case of a 
5 month old infant girl whose legs show definite bowing? She was delivered 
normally, is otherwise healthy and has had antirachitic medication from 
birth. Her father, paternal aunt, grandfather and grandmother also have 
definite to moderate bowing of the re all of the same pattern—that is, 
the bowing is entirely in the legs and the point of maximum bend is at the 
junction of the upper and middie thirds of the leg. Her father and aunt 
definitely received cod liver oil in infancy and do not show signs of pre- 
vious rickets. Is this an inherited feature? What can be done, besides 
osteotomy, to influence or correct the bowing so that the girl will have 
straight legs later? If indicated, when is osteotomy best performed? 


M.D., New York. 


- ANswer.—The bowing of the legs in the 5 month old infant 
girl whose father, aunt, grandfather and grandmother show 
similar bowing is probably a familial condition and due to 
inheritance. The bowing due to rickets usually is not mani- 
fested until the infant or child stands, and is accompanied by 
craniotabes, enlarged fossae of the skull, large wrists and 
ankles, rachitic rosary with Harrison’s groove and delayed 
closure of the fontanelles. The laboratory findings in rickets 
include changes in the epiphyses in the roentgenogram and a 
lowering of the plasma phosphorus. The blood phosphatase is 
usually high in active rickets. 

Besides osteotomy to influence or correct the bowing, gentle 
corrective manipulation and the discouragement of weight 
ing may be effective. Braces are usually ineffective. 

If the bowing is extreme osteotomy will be necessary, and 
had best be done between the ages of 3 and 6 years. Alfred 
Hess has described a group of infants with nonrachitic soft 
bones, a number of whom also had bowed legs (Am. J. Dis. 
Child. 41: 1309-1316 [June] 1931). 


SUDDEN DEATH IN INFANCY 


To the Editor:—A 17 month old girl suddenly became unconscious while 
being dried after her morning bath. She had been completely normal until 
= weeks yin Mage there was a great increase of body weight and 

taneous of pubic hair. The week previously she had 
ate on V0 ae (6 mg.) thyroid three times a day. While being 
examined the baby went into a convulsive seizure; despite all methods of 
therapy, her abdomen became distended and temperature rose from normal 
to above 108 F. within one hour. She died suddenly. Permission for 


necropsy was not obtained. The condition appeared to be a cerebral 
disorder, probably pituitary or perhaps adrenal. What are the other possi- 
bilities of diagnosis and causes of death? M.D., New York. 


ANsweER.—The cause for the sudden death in this seventeen 
month old infant with terminal hyperpyrexia (108 F.) was 
probably of cerebral origin. The sparsity of clinical history and 
findings make the suggestions tor the diagnosis and causes of 
death difficult. In addition to tumor of the pituitary or adrenal 
gland, one might suggest, as other causes of sudden death, brain 
tumor, brain abscess, ruptured aneurysm of cerebral origin, 
acute hemorrhagic encephalitis or acute septic infection. 

The evidence of early growth of pubic hair need not have been 
directly associated with the sudden death. The fact that the 
child died in convulsions and with hyperpyrexia makes one think 
of a cerebral infection in the region of heat-regulatory center. 


368 QUERIES AND 


CHOLINE IN ATHEROSCLEROSIS 

To the Editor:—1. What is the present status of choline relative to its use 
in coronary thrombosis and the associated atherosclerotic diseases? 2. Are 
there any reports in literature regarding the use of choline as a pre- 
ventive measure against atherosclerotic diseases? 3. What is the present 
concept of the action of choline in these conditions? 4. What are the 
possible untoward reactions of choline used for long periods? 5. What is 
the therapeutic dosage? Ivan Gilbert, M.D., Columbus, Ohio. 


Answer.—The use of choline in the treatment of coronary 
atherosclerosis in human beings is in the experimental stages. 
There have not been detailed reports in the literature on the 
effectiveness of this substance in the treatment or prevention 
of atherosclerosis. Hermann (7 eras State J. Med. 42: 260, 1946) 
has reported that the serum cholesterol of 35 patients given 3 
Gm. of choline daily for one to four months is lowered on the 
average of 20 per cent. Morrison (Am. Heart J. 36: 466, 1948) 
has studied the effect of choline on the serum cholesterol of 
200 patients with coronary arteriosclerosis for periods up to 
two years. Deleterious effects were not observed. Choline has 
been fairly extensively prescribed in doses of 3 to 4 Gm. daily 
to patients with cirrhosis of the liver without untoward effects. 
An occasional patient will experience gastrointestinal intolerance 
to this medication, which subsides promptly on discontinuance. 

The rationale for the use of choline in atherosclerosis results 
from studies in rabbits in which experimental atherosclerosis 
had been produced by high cholesterol diets. Steiner (Proc. Soc. 
Exper. Biol. & Med. 38: 231, 1938; Arch. Path. 45: 327, 1948) 
and Kesten and Silbowitz (Proc. Soc. Exper. Biol. & Med. 
19: 71, 1942) have shown that choline is effective in preventing 
experimental atherosclerosis in cholesterol-fed rabbits for a 
limited period of time. Steiner (Proc. Soc. Exper. Biol. & Med. 
38: 411, 1938) has also reported that choline causes reabsorption 
of previously induced atherosclerosis in rabbits. Hermann (Proc. 
Soc. Exper. Biol. & Med. 61: 302, 1946) has found that choline 
reduces the level of cholesterol and cholesterol esters in the 
serum, the aorta, heart muscle and the liver of old hens. 


GASTRIC CRISIS IN SYPHILIS 

To the Editor:—in 1919 a patient contracted syphilis for which he refused 
take adequate treatment. In 1947 gastric crises developed, occurring 
about every sixty days. During these episodes, which occur every few days 
now, he requires morphine to relieve the gastric pain and vomitirg, which 
will continue for days unless so treated. He has had a positive blood 
Wassermann reaction at all times. The spinal fluid is Wassermann nega- 
tive at all times. He has been confined in three government hospitals for 
treatment during the last two years, as he is a veteran, and has received 
13,500,000 units of penicillin with apparent relief for a few days. The 
staffs of the hospitals do not give encouragement to this man. A sym- 
pothectomy has been advised, but a neurologist of Vanderbilt University 
disagrees with this suggestion. Can you some suggestions that will 

be of advantage to this man? G. P. Zirkle, M.D., Kingston, Tenn. 


Answer.—Additional information regarding spinal fluid find- 
ings is necessary to evaluate the present status of this patient’s 
central nervous system involvement. This should include a cell 
count and determination of total protein and colloidal gold reac- 
tions, in addition to a properly performed quantitative comple- 
ment fixation test. If the cell count and total protein are within 
normal limits it may be assumed that this patient has an inactive 
(Dattner-Thomas) type of spinal fluid, indicating an arrested 
syphilitic process. In such circumstances, further antisyphilitic 
therapy is not indicated. The inquirer is referred to the ~~ 
book “Modern Treatment of Syphilis,” second edition, by J. E 
Moore (Springfield, Ill, Charles C Thomas, Publisher, 1941), 
pages 435-438, for detailed information regarding the sympto- 
matic and surgical treatment of tabetic crises. Surgical pro- 
cedures should be used only as a last resort. 

If the spinal fluid findings indicate an active syphilitic process 
(elevated cell count and total protein) additional therapy is 
indicated and may afford relief of his symptoms. 


HORMONE CREAMS 
To the Editor:—Of what value are creams or ointments containing estro- 
mones in causing breast enlargement? Will these ointments cause 
breast now wel by actual growth of breast tissue? What are the 
contraindications to use of such ointments? Several such ointments are 
monufc J pharmaceutic houses which claim good results in their 
advertising literature. M.D., Washington, D. C. 


ANSWER.—Ointments, creams or tinctures of estrogens are 
effective in causing stimulation of growth of the accessory sex 
organs on local application under the proper conditions. When 
applied to the breasts, they will cause enlargement of this organ 
through growth of the breast tissue, which, however, recedes in 
size with cessation of estrogen application. Breast enlargement, 
however, will take place only where there is a potentialit of 
growth. In women who menstruate regularly, but whose 
breasts are small, the addition of ointments or creams containing 
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estrogen will be ineffectual, since they already have received 
adequate stimulation. In a woman with ovarian failure, how- 
ever, such an application of hormone should cause an enlarge- 
ment of the breasts as long as the material is applied. The 
contraindications to this type of therapy are aR or estrogens 
in general. If estrogens are applied to a woman who is men- 
struating regularly, her cycles may be deranged through sup- 
pression of the anterior pituitary by the estrogen. 


INCUBATION TIME OF HEPATITIS 
To the Editor:—Could blood plasma or serum given in April 1947 be respon- 
sible for homologous serum hepatitis occurring in June or November of 
the same year? Could blood given in July be responsible for homologous 
serum hepatitis occurring in November? 
J. S. Collins, M.D., Wabasha, Minn. 


ANSWER.—Two similar types of jaundice may be transmitted 
by transfusion of blood or plasma. One of these, infectious 
hepatitis, ordinarily has an incubation period of twenty to 
forty days. The other, homologous serum jaundice (serum 
hepatitis), ordinarily has an incubation period of sixty to one 
hundred and forty days. 


VITAMIN E AND BLOOD CHOLESTEROL 
To the Editor:—Does vitamin E have any influence on blood cholesterol? 
A drug salesman told me he had had effort angina for a long time until 
he began taking it. Now he can walk up a long hill rapidly. 
M.D., New York. 


ANSwWER.—Information on this subject is not available from 
human subjects, but when rabbits and rats are deprived of 
vitamin E, the cholesterol content of muscle is significantly 
increased. A similar increase was found in brain and nervous 
prov of rats, and a hypercholesterolemia was reported in 
rabbits. 

Data are not available on the relation between blood choles- 
terol and effort angina. Heart muscle is ragged rich in 
vitamin E. When rats are deprived of vitamin E, blood pres- 
sure is lowered. 


CIRCUMCISION 


To the Editor:—Exception can be taken to the answer given on circumcision 
on page 2 Journal, January 22, which read in part: ‘“‘It is gen- 
erally conceded that routine circumcision of the newborn is definitely 
indicated 

True, many " physicians practice routine circumcision. By contrast, a 
number of obstetricians do not subscribe to this procedure. At the Chicago 

Lying-in Hospital, our practice is to allow circumcision on the indication 

that the prepuce cannot be freed and retracted. Then it is only done 

on normal full term infants who are healthy and gaining weight. Circum- 
cision is, as a rule, without complication, but serious results have occurred 
on any service where a sufficient number have been performed. These 
hazards include hemorrhage, which can be severe and potentially fatal, 
infection, which may be virulent, and, finally, deforming scars have resulted 
which have caused much alarm to the parents and to the child as he 
grew up. For these reasons, the procedure for the staff cases at the 

Chicago Lying-in Hospital is as follows: 

Circumcision is not done if the prepuce can be retracted. (The mother 
is instructed in the care of the baby.) It is not done on premature babies, 
or those not gaining weight or afflicted with a blood disease, with an 
infection or otherwise abnormal. For babies suffering from one of these 
complications, when there is an indication for circumcision, it may be 
done after the baby has completely recovered. 

Occasional circumcision is done because of insistence of the parents, 
but only after a fair discussion of the risks involved. Ritual circumcisions 
are performed on the day, or later if the infant's condition is not 


favorable at that time. H. Close Hesseltine, M.D., Chicago. 


IMPOTENCE IN DIABETES 

To the Editor:—Iin The Journal, January 29, page 345, a questioner asks about 
treatment of impotence in diabetes. we an consultant set forth some inter- 
esting theories, and advises the use of testosterone propionate. He then 
adds that it has not proved to be of help in many cases of impotence. 
We have recently reported some work in this regard. (The Inactivation 
of Estrogens by Lipotropic Substances—Studies of Liver Dysfunction, Rev. 
Gastroenterol 15: 762 [Oct.] 1948. We were treating certain cases of 
diabetes with choline on the assumption first enunciated by Soskin, and 
Biskind and Schreier, that certain cases of diabetes in older persons were 
improved when their hepatic function was improved. In addition to improve- 
ment in carbohydrate function these patients reported that libido was also 
improved. It seems unlikely that this improvement in the carbohydrate 
tolerance and in libido would be on a psychogenic basis. We think we 
have proof that such was not the case. Our on the action of 
choline in this regard is that with better hepatic function better inactiva- 
tion of estrogen occurs in the patient. It is well known that the male 
has both estrogen and androgen in his body. With subnormal inactivation 
of estrogen, it may accumulate in the body and antagonize the androgen 

and in this way cause loss of libido. 
Giving testosterone would have only a temporary effect, since it 
depresses the patient’s own testicular secretion. It would therefore seem 
to be contraindicated in a 37 year old person unless there is absolute evi- 

testicular atrophy. 


dence of Louis Peiner, M.D., 
Waldman, 'M. D., 
Brook 
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